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Abstract
According to the Center for Disease Control and Prevention, the United States has lost
more than 400,000 people from opioid-related fatalities since 1999. The federal government has
been slow to respond to this crisis which has prompted local communities to form grassroots
networks of care to save the lives of their residents. In 2018, the Department of Health reported
that there were 110 opioid related fatalities in the state of Vermont. This number of deaths in the
sparsely populated, rural landscape of just over 623,500 people has a profound impact on
communities across the state. Vermont is unique among other rural states struggling with this
epidemic in its proven ability to mobilize, most notably through the state’s Hub and Spoke
Model for increased access to medication-assisted treatment and early adoption of harm
reduction services. This thesis explores the historic and social construction of opioid use disorder
care networks in Vermont using archival and oral history methods. Major geographic themes that
emerged in the research include the epidemic’s disruption of the Vermont ideal, rural
geography’s role in the production of a new care model, the continued spatial discipline of opioid
use disorder care, and the role of storytelling in altering Vermont’s imagined geographies of
opioids. This research demonstrates the importance of oral history as a method for understanding
the social geography of care in Vermont.
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Part I: Introduction
A Brief Note on Language
This thesis aims to use non-stigmatizing language surrounding substance use disorder, addiction,
and intravenous drug use. I will not refer to individuals who use drugs as “addicts” or “drug
abusers,” rather as “people who use drugs” (PWUD), “intravenous drug users” (IDUs), “people
with substance use disorder” (PWSUD), or “people with opioid use disorder” (PWOUD).
Substance use, substance dependency, or compulsive use will be used instead of drug abuse,
abusers, or addicts. Use of this type of language varies among quotes of narrators or articles
highlighted in this research. In this thesis, the term “opioid” or “opiate” will be used to describe
narcotics such as heroin, morphine, oxycodone, codeine, hydrocodone, hydromorphone, or
fentanyl. If it is significant for contextual purposes to understand a specific opiate, it will be
referred to by its individual name.
List of Common Abbreviations
Harm reduction initiatives (HRIs)
Intravenous drug user (IDU)
Medication assisted treatment (MAT)
Opioid use disorder (OUD)
Substance use disorder (SUD)
Syringe exchange programs (SEPs) or syringe service programs (SSPs)
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Statement of Positionality
This project is very personal to me. I have a family history of opioid use disorder that has
greatly shaped my experience as a young person. Growing up in Minneapolis, Minnesota, I was
impressed by the network of social and health services that exist to help individuals struggling
with substance use disorder to access the resources they needed to be safe, healthy, and cared for.
When I moved to Vermont, I knew of the devastating effects that the opioid crisis had already
inflicted on the state, but I was unaware of how individuals sought out services and care in a
predominantly rural landscape. My preliminary inquiry found a gap in the existing research on
the historic and contemporary opioid use disorder networks of care in Vermont. Further, there
was little work that provided a critical geographic and affective perspective on the opioid crisis
in Vermont.
My perspective in this project is a form of bias -- I believe that every individual has the
right to a healthy life and deserves the basic human resources required to survive. I believe in the
philosophy and practice of harm reduction. In Alcoholics Anonymous and Narcotic Anonymous,
the phrase “hitting rock bottom” is often used to articulate the cataclysmic event that brings
people into recovery, reflection, and sobriety. I fundamentally believe that “rock bottom” for
someone with opioid use disorder simply means death. This disease often does not give way for
second chances, rebounds, or faith in the serenity prayer. By using oral history methods in my
research, I hope to break the cycle of anonymized identities in the research and conversations
surrounding opioid use disorder. I hold great respect for the values of anonymity but also believe
in the power of storytelling as a catalyst for connection and change.
Throughout this project, my heart has been heavy either from the immense gratitude and
awe I have felt for those working in their communities caring for people struggling to get by, or
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from the deep hurt and sorrow that dealing with such a painful disease and topic brings about.
Many of the individuals who have contributed to this project-- by offering a casual conversation,
an oral history interview, or an expert opinion-- carry a very similar weight that I feel in this
project. Some have lost a sister, partner, client, or friend. Some provide hundreds of patients with
the medication that allows them to survive and regain a sense of stability. Some work every day
to provide clean needles, test strips, food and low barrier housing for people in need. Some serve
as advocates for the ignored and voiceless under the golden dome of the state house. I admire
every one of these care takers, harm reduction practitioners, and advocates in their profound
belief in the power of human connection and their dedication to the people of Vermont.
My own experience in witnessing opioid use disorder in a loved one influenced the
questions I asked, the connections I made, and the findings of this research. In many of the oral
history interviews, the narrator and I sat for upwards of thirty minutes after the recording was
over to talk about our experiences and desires for change. I came into this project with years of
unresolved wounds and in desperate need to make sense of the devastation that opioids have
inflicted in communities across the country. My lived experience of witnessing OUD and harm
reduction care networks in an urban environment Minneapolis, MN, prompted me consider how
these networks operated in rural communities. Prior to beginning this project, I was ignorant of
the legislation, stories, and systems of care that now position Vermont as one of the leaders in
opioid use disorder care in the nation. This year-long and multifaceted project aims to understand
the historical and social processes that worked to build the resilient Vermont system of care that
we see today.

8

Introduction
The emergence of the contemporary opioid epidemic in the United States has been
brought about by several factors: a long history of governmental policy resulting in the War on
Drugs (Kamienski, 2016), the dramatic increase of prescribed opioid painkillers in the U.S.
medical system as advocated by pharmaceutical companies (Quinones, 2015), and a stigmatized,
abstinence-based system of addiction treatment (Maté, 2008). These forces have led to more than
400,000 opioid-related deaths between 1999 and 2017 (Murch, 2019). In 2017 alone, the Centers
for Disease Control and Prevention (CDC) reported that the United States lost more than 70,000
people from opioid overdose (CDC, 2020). Today, opioid related deaths are the leading cause of
accidental injury-related death in the nation, surpassing that of automobile accidents (NCHS,
2020). The contemporary opioid epidemic has been proven to not discriminate by socioeconomic
status or physical geography and has touched all parts of the nation -- urban, suburban, and rural
alike. With the federal government’s inability to curb overdose deaths nationally (Hedegaard et
al., 2020), local communities across the nation have assembled to form innovative grassroots,
harm reduction networks to save the lives of their citizens. Vermont is unique among other states
struggling with the opioid epidemic in its proven ability to mobilize through medication assisted
treatment networks, legislation, and community-based harm reduction services. Harm reduction
is a set of strategies and practices that are aimed to reduce negative consequences associated with
drug use. The philosophy aims to meet individuals in their current condition or use, rather than
pushing the widely accepted abstinence-based approach.
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Figure 1 - Rate of Opioid Related Overdose Death in Vermont. National Institute on Drug Abuse and Centers for Disease
Control and Prevention. April 2020.

In 2018, there were 130 opioid related fatalities in the state of Vermont (VT Department
of Health, 2019). This number of opioid related deaths in the sparsely populated, rural state of
just over 623,500 people has had a profound impact on communities and health organizations.
Already in the first two months of 2020, Vermont has lost eighteen people opioid overdose
(Vermont Department of Health, 2020). These staggering numbers of opioid overdose fatalities
in Vermont have matched or exceeded the national per capita rate of opioid overdose deaths
(Figure 1), situating Vermont among the hardest hit states per capita in the U.S.
These annual overdose death rates are starkly contrasted by recent data on Vermont’s
patient population receiving medication-assisted treatment. Since 2000, the number of
Vermonters that have been admitted to substance use treatment programs for prescription opioid
or heroin use went from approximately 100 individuals per year to nearly 3,000 in 2015
(Vermont Department of Health, 2016). Today, Vermont, the second least populated state in the
union, has the highest medication-assisted treatment rate per capita in the United States
(Brooklyn & Sigmon, 2017) with 1.7% of its population currently being treated with methadone
or buprenorphine, accounting for approximately 8,700 adult Vermonters (US Census Bureau,
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2019). What do these confounding statistics and lived realities look like in the communities and
landscapes of Vermont? For many, it is hard to conceive the actualities of the opioid epidemic in
the idyllic landscape and ‘wholesome’ culture in Vermont. Contradictory imagery of well-kept
pastures, fall foliage, and the gentle nature of the Green Mountains are even used by Vermont’s
Health Department to discuss “the challenge of opioid addiction” and the mounting health crisis
facing the small state.

Figure 2 - Screenshot of Vermont Department of Health's
"Opioids" webpage. Accessed on May 7, 2020 from
healthvermont.gov/response/alcohol-drugs

Figure 3 - Detailed screenshot of image on Vermont
Department of Health's "Opioids" webpage. Accessed on
May 7, 2020 from healthvermont.gov/response/alcoholdrugs

In recent years, the reporting on opioid-related fatalities has transitioned from stigmatized
statistics to more vulnerable accounts of individual stories of people who have lost their lives to
opioid use disorder. Although progress has been made to reveal the lived experiences of the
contemporary opioid epidemic, the power of stigma continues persists, leaving many individuals
and their perspectives-- people who use opioids, caretakers, and health practitioners-- out of the
conversation. In the face of such idyllic imagery and conflicting death and treatment statistics,
this research seeks to destigmatize the history of opioids in Vermont and fill the void of
individual histories by engaging in oral history and archival methods. Using these methods, this
thesis seeks to further comprehend the historic, geographic, and social dimensions of the
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contemporary landscape of opioid use disorder care. Specifically, this study asks: How did the
relatively small, poor, rural state of Vermont build a network of OUD care that is now replicated
across the country? What are the social, historical, and operational networks that have produced
Vermont’s response to the opioid epidemic, and how do they function? And finally, how can oral
history methods be used as a tool to enhance our understanding of the emotional geographies and
lived experiences of OUD caretakers and advocates in Vermont? This research includes four
components: 1) a collection of eleven oral histories with Vermont harm reduction practitioners,
community members, addiction medicine doctors, journalist, storytellers, and representatives; 2)
findings from archival and oral history methods on the history of opioid use disorder, harm
reduction, and medication assisted treatment in Vermont; 3) an analysis of major geographic
themes revealed by this research and, 4) a plan to develop a public online oral history archive
hosted by the Vermont Folklife Center.
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Part II: Literature Review
Landscapes of Care and Spatial Discipline
Informed by theoretical frameworks on therapeutic landscapes, rural imagination, health
geographies, and landscapes of care, this thesis aims to understand the intersection of rurality,
the construction of opioid use disorder services, and the individual providers that collectively
form Vermont’s contemporary network of OUD care. Gesler (1992) explores the cultural
geography concept of landscape to understand the perception of space as therapeutic, creating a
bridge between social science and healthcare and more importantly, exposing the dynamic
relationship between place and well-being. Gesler and Kearns (2002) later asserted the multifaceted nature of the ‘landscape’ as it relates to the individual, culture, or environment. These
frameworks prompted the further theorization of landscapes as they related to holistic ideas
health and wellbeing. Dunkley (2009) builds upon the concept of ‘therapeutic landscapes’ and
‘taskscapes’ (Ingold, 1993) in her research on place-based wilderness youth therapy. Dunkley
emphasizes the critical importance of including the perspectives and experiences of those who
interact and participate in the landscapes of interest in order to understand the dynamic
exchanges of taskscapes. In the case of this thesis, Dunkley informs the importance of integrating
the participation and personal histories of Vermont caretakers in the analysis of Vermont’s
landscape of opioid use disorder care.
Yamanis et al. (2010) further informs the interactions between place and health, asserting
that public health interventions require an understanding of the social, cultural, and physical
‘landscapes’ of health. The therapeutic landscape framework presented by Yamanis et al. (2010)
offers a theoretical structure to study how social processes and physical geography interact,
specifically on research on how social spaces influenced urban male youth HIV risk behavior in
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Tanzania. Their study of interactions between social geography, environmental factors, and
physical gathering spaces offers valuable information on potential intervention points and sites
for HIV prevention programming.
In the realm of addiction treatment services and models, how has stigma and spatial
control affected the quality, visibility, landscapes of care? In Discipline and Punish, French
philosopher Foucault (1995) contemplates the role that public architecture has on discipline as a
means to control spaces, and therefore order society. The theorization of spatial discipline has
prompted much debate within the field of health geography (Dunkley 2009; Wilton and
DeVerteuil 2006). In her research on therapeutic camps, Dunkley (2009) contemplated if health
institutions can, or should, be conceptualized as spaces of control and discipline. Closer to the
aim of this thesis in the field of addiction medicine, Wilton and DeVerteuil (2006) identifies their
research site of alcohol recovery programs in California as a ‘landscape of control’ as a means to
analyze the systems of power, resistance techniques, and care occurring within the space. In this
thesis, the theorization of the intersection of imagined geographies, landscapes of care, and
spatial discipline is critical to understanding the stigmatization of space that is inherent in
studying opioid use.
Health Geographies and Rurality
The field of health geography explores the ways in which health, disease, and wellbeing
interact with society, place, and space (Dummer 2008). Health geographies have worked to
explore the spatial aspects of many health crises in contemporary history including the AIDS
epidemic (Hunter, 2010), climate change (Curtis & Oven, 2012), and gun violence (Papachristos,
2013). The subfield of geographies of care have evolved from its medical roots (Kearns & Moon,
2002) towards a social and emotional focus of the construction of place while recognizing the
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gendered roles of responsibility (Milligan & Power, 2007; Milligan, 2018; Dyck, 2003;
Drummer, 2018; Curtis & Riva, 2010). Lawson (2007) builds on conception of geographies of
health by tracing the spatial relationships of care and obligation through a lens of feminist ethic.
Similarly, Milligan and Wiles (2010, 2) provide a summary of the emerging subfield of
landscapes of care as means of studying the relationships, spatialities, and embodied roles of care
that “enable us to unpack how differing bodies of geographical work might be thought of in
relationship to each other.” This research will examine the relationships held between the
physical and culture landscape in relation to the mobilization and formation of OUD care
networks.
Communities across the United States have been hit hard with staggering rates of
overdose and substance use. What was once deemed as an “urban problem,” laced with extreme
racial undertones (Murch, 2019), eventually reached white suburban, rural, and urban
communities and has quickly was deemed a crisis. The contemporary opioid epidemic in the
United States has proven to not discriminate based on socioeconomic status, race, or geography.
Although OUD affects individuals across the country, recent studies (Dunn et al., 2016) have
suggested that there is a higher rate and risk of overdose in rural communities, where there is
lack of knowledge regarding safety and reporting. Historically, the field of rural health has long
been discussed exclusively in comparison to urban medical services (Gesler & Rickettes, 1992).
Extensive research has compared opiate use in urban and rural regions (Dunn et al., 2016; Pear et
al., 2019; Tomas & Compton, 2007). In recent years, rural health research has expanded
comparative rural research in the wake of the opioid epidemic. Using key stakeholder interviews,
Gale and Hansen (2017) compared the socioeconomic vulnerabilities and community-based
strategies to combat OUD in four predominantly rural states --Indiana, North Carolina, Vermont,
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and Washington. Vermont’s innovative Hub and Spoke treatment model (Sigmon, 2014;
Brooklyn & Sigmon, 2017) has been studied in great detail and continues to be replicated as a
best treatment practice across the country, regardless of population density (Miele et al., 2020;
Reif et al., 2020).
With the rise in OUD in rural areas, several physicians and researchers have contributed
to the contemporary literature surrounding rural-specific barriers to access to medication-assisted
treatment (Pear et al., 2019). The spatial barriers to MAT have been adequately studied,
specifically focused on transportation networks (Rosenblum et al., 2011) and geographic
distribution of MAT (Rosenblatt et al., 2015) in rural communities. Andrilla et al. (2017) suggest
the need for community-tailored solutions, as wide sweeping legislation and programming have
not been effective in many rural regions due to their unique geography and needs.
David Hartley (2004) has suggested that “rural culture” should be an additional social
determinant of health due to the social and environmental factors unique to rural regions across
the United States. Hartley notes that health legislation and networks should be sensitive to the
diverse range of rural regions across the county as they differ in their physical geographies,
cultures, and economies. Rural regions face significant barriers to healthcare services such as
transportation issues like long transit times or lack of infrastructure (Arcury et al., 2005) and a
general lack of healthcare facilities (Gesler & Rickettes, 1992). In addition, poverty,
unemployment, lack of education, and heightened levels of youth risk behavior all contribute to
increased substance use in rural regions (Gundy, 2002). The field of rural health and addiction
medicine have provided a strong base for understanding the physical infrastructure and continued
barriers of MAT care in rural communities.
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Geographic Imagination: The Rural Ideal
The rural landscape of Vermont has long been marketed as a simpler place, away from
the ills of urban life (Brown,1995). Like many other rural regions in the U.S., Vermont has
undergone significant economic, population, and cultural changes in the recent decades (Katz &
Sanger-Katz, 2018). Vermont struggles with outmigration (Morse & Geller, 2014) and faces
widespread opioid use disorder in all corners of the state. Morse et al. (2014) note that
communities undergoing social, physical, or economic landscape change can serve as case
studies to understand identity production in relationship to the changing landscape. Rather than a
large-scale physical landscape change, the cultural landscape of Vermont has been
fundamentally altered by opioid use disorder in recent years. In the wake of widespread opioid
use disorder and related fatalities in Vermont, it has become necessary that the state recognizes
the fundamental changes and struggles that it faces in its current physical and cultural landscape.
This thesis explores how the Vermont ideal, and associated imagined geographies, have
been challenged by the visibility of OUD. Vanderbeck (2006) examines the imaginative
geographies of Vermont as it pertains to the historical representation of authenticity and
whiteness. Although Vanderbeck focuses specifically on the imagined geography of whiteness,
his inquiry provides a valuable theoretical framework for deconstructing the discourse
surrounding the persistent idyllic narrative and imagined cultural landscape of Vermont as it
relates to opioid use and “purity” of the Vermonter. This continued narrative of the whiteness
and idyllic nature of Vermont is perpetuated by external forces of marketing, storytelling, and
media attention by ‘others’ but is also maintained by rural communities themselves. Cairins
(2013) further elaborates on the construction of white rural imaginaries in Canada, emphasizing
that generations of internal discourse and imagery of the ‘global other’ has perpetuated the rural
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ideal. Thomas and Compton further (2007) deconstruct the romantic ideal of ‘the rural’ in
relation to the new waves of OUD that have exceptionally impacted the communities and
resources of rural citizens. They emphasize that the notion of the "bucolic rural paradise far from
the evils of urban settings" (1) has been continually contradicted by research on substance use
disorders in rural communities.
Conceptualizing Opioid Use Disorder and Harm Reduction Care Networks
This research builds upon the foundational rural health, health geographies, and
landscapes of care literature to consider the role that OUD care providers and advocates play in
the larger systems of care in Vermont. Within the framework of health geographies, much work
has been done to identify the social rural geographies of illicit drug use (DeVerteuil & Wilton,
2009), but has neglected to engage directly with the individual care takers, formal and informal,
that PWOUD interact with. Patricia Erickson’s Harm Reduction: A New Direction for Drug
Policies and Programs (1997) serves as a foundational text on applied and conceptual studies on
harm reduction and continues to impact public drug policies. Erickson’s advocacy against the
conventional abstinence approach to reduce drug-related fatalities and crime remains relevant in
current research on the nation-wide opioid epidemic. Several articles have been published in the
last decade documenting the recent increase of opioid harm reduction strategies such as
heightened access of Naloxone and medication assisted treatment (Inciardi & Harrison, 2002;
Nadelmann & LaSalle, 2017; Wermeling, 2010). Although in recent years harm reduction has
been integrated into mainstream health programming, the philosophy continues to operate at the
individual level, existing primarily around relationships and mutual respect.
Ample research has been conducted to understand the cycles and infrastructure of the
opioid epidemic (Salkind, 2017), but little work has been done to conceptualize networks of
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opioid use disorder care networks in relation to health geographies and landscapes of care. The
intersection between the philosophy of harm reduction and the complex relationships of
responsibility, emotion, and care present in the current landscape of opioid use needs to be
further considered to full conceptualize the geographies of OUD care. Beyond the missing
theoretical geographic analysis of OUD care networks, concepts of the rural ideal and imagined
geographies have not been studied in tandem with the complex and stigmatized networks of rural
OUD care.
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Part III: Research Methods
This research uses an interdisciplinary approach to situate Vermont’s landscape of opioid
use disorder care within a geographic and historical framework. The research methods used
include 1) oral history interviews, 2) semi-structured interviews with experts in their fields, 3)
site visits and participant observation, and 4) archival methods. The core values of oral history
practice, as outlined by Morella Hoffman, were integrated into the research process. These four
pillars of oral history methodology are genuine power-sharing in the interview process,
transparent publishing and archiving of all transcripts, ethical protections for narrators at all
stages, and some ownership of products and outcomes for narrators. According to the policy
defining activities which constitute research at the University of Vermont, this work met criteria
for operational improvement activities exempt from ethics review. This project did not require
IRB review because it does not meet the definition of a "research" activity under the regulatory
definition.
This research used snowball contact building to reach potential participants. Individuals
were initially contacted with a description of the project and request for interview. Eleven oral
history interviews and one informational interview were collected between July and October
2019. One of the most challenging aspects of the research process was selecting from potential
narrators. There are many Vermonters who are impacted by the opioid crisis, either personally or
professionally. The individuals who are most greatly affected by Vermont’s systems of OUD
care are active opioid users. In my project development phase, I purposefully did not to seek out
these individuals because of the permanent nature of the oral history archive. For the purposes of
this particular project and set of research questions, I was interested in focusing on the histories,
experiences, and perceptions of individuals who are actively working within Vermont’s systems
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of care. Narrators who respond were provided three items at each interview: 1) an informational
sheet on the project’s questions, goals, and intentions, 2) the interview guide, 3) and an informed
consent document that outlined that the oral history would be archived and used. Each
participant was sent their transcript and audio file for their personal records, with an option to
remove sensitive information or go opt out of the archive. The oral history interviews lasted
between forty to ninety minutes.
The semi-structured oral history interview guide was presented in four stages based on
Hoffman’s (2018) oral history guide: 1) a foundational understanding of the narrator’s identity,
life, and positionality in relation to the opioid epidemic, 2) the narrator’s specific perceptions and
attitudes towards harm reduction, rural health, and the opioid crisis, 3) the narrator’s local
knowledge or expertise about topic, and finally, 4) their ideas of moving forward either through
policy recommendations or future goals and ideas. Hoffman highlights the importance of
simultaneously providing enough structure to ensure a positive experience and interview, while
also embodying a sense of “radical openness” (2018, 77) and flexibility to allow the conversation
to move in whatever direction the narrator leads it in. In practice, toggling between guided
structure, flexibility, and vulnerability was important in my experience interviewing the
narrators. Following the interviews, the oral histories were transcribed (using O Transcribe) and
coded (using Dedoose) to analyze major themes. Upon the receipt of signed Vermont Folklife
Center oral history donation forms from all narrators, the interviews will be digitally archived
with the Vermont Folklife Center.
When I conducted the oral histories, I also took part in participatory observation through
site visits to familiarize myself with the spaces and organizations where harm reduction services
are provided across the state. In Vermont, there are nine intensive medication-assisted treatment
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clinics, five residential treatment centers, and an extensive network of Turning Point recovery
centers and maintenance medication assisted treatment care clinics. During the research process I
visited several of these sites including Vermont CARES (St. Johnsbury), The Comprehensive
Care Clinic (St. Johnsbury), Safe Recovery (Burlington), The Howard Center Chittenden Clinic
(Burlington), The Turning Point Center (Burlington), and a new MAT clinic (Middlebury).
Detailed notes and sketches from these site visits were recorded in a field notebook.
Archival methods were used to “fact check” the oral histories and to gather more
information on the historical timeline of opioid use in Vermont. The majority of the archival
sources were gathered from the University of Vermont Silver Special Collections Library,
ChroniclingAmerica.com, and Newspapers.com. In the findings section of this thesis, the
archival sources were situated within relevant literature and the oral history transcripts to create a
critical narrative on the evolution of opioid use in Vermont. This archival research allowed for a
more comprehensive understanding of larger geographic and historic themes.
This thesis has resulted in a collection of eleven oral history interviews, findings on the
historical construction of Vermont’s contemporary landscape of OUD care, an analysis of five
geographic themes, and an anticipated oral history archive. This project has provided a case
study for using oral history methods in geography as a means of uplifting the lived experiences
and voices of traditionally stigmatized topics. Beyond the scope of an undergraduate thesis, this
project serves as a basis for future research on the responsibilities of care and emotional
geographies opioid use in Vermont.
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Discussion of Methods: Oral History and Geography
I chose to use oral history methods in this research in opposition to traditional anonymous
interviews as means of destigmatizing and uplifting the lived experiences and expertise of
Vermont OUD caretakers. The collected oral histories were situated in concert with findings
from archival research and site visit observation to produce a narrative of findings on Vermont’s
history of opioids and the construction of systems of OUD care. I feel that this project provides a
clear disruption of traditional social science methods of anonymized interviews and data figures
to instead highlight the individual stories of care and resilience in Vermont.
Scholars and oral historians have referred to oral history as a bottom-up approach to
research (Sommer & Quinlan 2018; Boyd 2014) that places the power of history in the hands of
the narrators. The practice of oral history directly engages with individuals to tell their stories in
an authentic and unabridged manner. Oral history is described by Mark Cave as a “methodology,
with its patient, open ended approach and emphasis on empathy,” as it captures the individual,
person-centered accounts of a significant event (2014, 8). The audio and transcriptions of oral
histories are archived in their entirety to preserve the narrator’s voice and complete perspective.
At its core, oral history allows for the historian, researcher, and narrator to assemble
representational histories of often traumatic, controversial, or notable events and time periods.
As a research method, oral history has evolved from rewriting historical memories of war
through individual narrators, to its use in the construction of micro-histories and digital
storytelling in the late 1990s (Thompson, 2006).
Historically, oral history methods have not been commonly used in human geography
research (Riley & Harvey, 2007), although at their core they share research ethic of reflexivity
and positionality (Hay, 2016). Positionality, as defined by Coghlan and Brydon-Miller, refers to
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the identity or perspective of the researcher “in relation to the social and political context of the
study—the community, the organization or the participant group” (2014). The role of the
researcher in the disciplines of oral history and human geography greatly influence the
knowledge produced. As presented by Cloke, Crang, and Goodwin (2005), geographic
knowledge is constructed through memory, experience, and sense of place. All of these
mechanisms of knowledge production are shared in the practice of oral history.
Beginning in the late 1990s, oral historians began to engage in the discipline of digital
humanities (Boyd, 2014). The resulting interactive archives have emphasized the importance of
storytelling and placing the power of history in the hands of communities. Wingo and Sullivan
(2017) provide an example of a project rooted in oral history and urban geography to produce a
public archive for a St. Paul neighborhood, devasted by urban development. The Hear, Here
project in La Crosse, Wisconsin provides another example of how geography and oral history
intersect in research, community engagement initiatives, and in this project, within physical
space. The project used oral histories, physical markers, and a cellphone app to create an
interactive social history of the city.
As gleaned from this research, oral history can help to answer specific social, historical,
or cultural geographic questions while simultaneously placing value in narrators and their local
knowledge. Oral history aims to prioritize community-informed storytelling and furthers the
understandings of place-based history and identities. This thesis uses the collection of eleven oral
histories of Vermont harm reduction advocates and OUD care takers to answer place-based
research questions. Beyond the findings of this research, the oral histories worked to personalize
OUD care in Vermont and forge a way forward for using oral history in the field of human
geography. Biographies of the narrators in this project are highlighted in the following section.
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Part IV: Oral History Narrator Biographies
John Brooklyn, M.D. is a Burlington-based family physician
with a specialization in addiction medicine. He is notably
recognized as the architect of Vermont’s opioid medication
assisted treatment system, the Hub and Spoke Model. Dr.
Brooklyn holds many roles in the Vermont community including
acting as the current Medical Director of the Howard Center
Chittenden Clinic, and a physician at the Community Health
Centers of Burlington and the BAART clinic in St. Albans.
Brooklyn attended medical school at Brown University where he
was exposed to doctors in recovery and disease model treatment practices for substance use
disorders. He came to the University of Vermont Medical Center to complete his residency, where
he was quickly named the regional expert because of his brief training in addiction medicine.
Today, Dr. Brooklyn continues to develop mechanisms that combat the barriers of transportation,
cost, and stigma to expand access to MAT care across the state.
Selene Colburn is a Progressive Party Vermont State
Representative for Chittenden County’s 4-6 district. Selene
was born and raised in Burlington where she lives today with
her husband and two children. She serves on the Vermont
Judiciary Committee and is a fierce advocate for reproductive
rights, harm reduction, gender equity, access to healthcare,
and safe and prosperous communities. Prior to her election to
the Vermont House, Selene served two terms in the
Burlington City Council, where she fought for safe syringe
disposal, ensured that law enforcement was mandated to
carry Naloxone, secured funds for Safe Recovery, and
collaborated on affordable housing plans. When she is not at the Vermont State House, she works
as an Associate Library Professor and Assistant to Dean of Libraries at the University of Vermont,
with a secondary appointment in the Department of Music and Dance.
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Tom Dalton is the Executive Director of the advocacy
organization Vermonters for Criminal Justice Reform
(VCJR) and founder of Safe Recovery, the first needle
exchange in Vermont. Tom moved to Burlington in the 1990s
for a job with the Vermont Health Department after working
for an HIV advocacy and prevention organization in Florida.
His work in HIV prevention and care exposed him to the
philosophy of harm reduction. Safe Recovery has evolved to
be a hub for harm reduction services including a needle
exchange, naloxone and fentanyl test strip distribution,
person-centered case management, occasional legal clinics,
and a low barrier buprenorphine program. Today, Tom continues to work as an advocate for
Vermonters who are experiencing incarceration, working closely with individual inmates and the
Vermont legislature to improve sentencing laws, increase healthcare and MAT in prisons, and
bring Vermonters incarcerated in other states back home.
Fred Holmes, M.D. is a retired pediatrician living in Franklin
County, VT. Together, he and his wife Joyce operated a
pediatric clinic for thirty-five years in St. Albans, VT until
their retirement in 2014. Dr. Holmes was one of the first
pediatricians in the nation to prescribing MAT to his
adolescent patients. In the early 2010s, Dr. Holmes reached
out to Vermont filmmaker, Bess O’Brien with an idea to
create a documentary film about his patients’ struggle with
opioid use disorder in Franklin County. Dr. Holmes is a firm
believer in compassionate healthcare and advocates for the
medical model of addiction care. In his retirement, he frequently keeps in touch with his former
patients.
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Lindsay Mesa is the Housing First Program Director at
Pathways Vermont in Burlington, where she has worked for
the last nine years. Lindsay grew up in New York City where
she volunteered at shelters for people experiencing
homelessness throughout her youth. Lindsay is a strong
advocate for the Housing First Model, which incorporates a
harm reduction philosophy to human services and housing
access. The housing first model was first developed in the
1990s and has since become an evidence-based practice that leading institutions use across the
county. The model is low barrier, meaning that there are no readiness criteria that are required,
such a sobriety or active treatment. During her years at Pathways, Lindsay and her team have
observed the spike in opioid use disorder in their clients. Vermont’s most recent (January 2019)
one-night count found 1,200 Vermonters to be experiencing homelessness, many of whom struggle
with dual mental health and substance use disorder diagnoses.
Sharif Nankoe, M.D. is the Medical Director of the Vermont
Department of Corrections Medication Assisted Treatment
(VCMAT) Program and at the time of our interview, held two
positions as Medical Director at Hubs in the Northeast
Kingdom. Dr. Nankoe grew up in the Netherlands and moved
with his family to Upstate New York in his youth. Dr. Nankoe
moved to Vermont to attend medical school and completed his
residency at the University of Massachusetts. Dr. Nankoe was
drawn to the work of addiction medicine because of his belief in social justice and care. He
highlighted Vermont’s leadership in addiction medicine, emphasizing Act 176 that made Vermont
the first state in the country to offer OUD treatment in correctional facilities indefinitely. At the
time of our interview, half of people experiencing incarceration in Vermont (approximately 700
individuals) were receiving medication assisted treatment for their OUDs.
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Bess O’Brien is a Vermont filmmaker and co-founder of
Kingdom Country Productions. She grew up in Middlebury,
VT and spent time in New York City as a young actor and
returned to Vermont to pursue filmmaking. O’Brien has
produced several films that grapple with addiction, mental
health and social justice Vermont. O’Brien’s film The Hungry
Heart brought statewide attention to opioid addiction and the
trauma of Vermont youth. Bess O’Brien’s work as a
documentary filmmaker is rooted in her desire to “raise
consciousness, start a conversation, change minds, create
compassion for something that we are judgmental about.” In our interview, she emphasized her
intention of uncovering hidden voices. After the release and nationwide tour of her film The
Hungry Heart, Bess co-founded a group called Writers for Recovery that hosts writing workshops,
community trainings, and public talks on the topic of addiction and recovery. In Partnership with
Vermont Public Radio, Writers for Recovery has recently produced a podcast called My Heart Still
Beats that features voices from Vermont on stories of addiction and recovery.
Kate O’Neill is a freelance journalist and writer living in
Philadelphia, PA with roots in Burlington, VT. In the fall of
2018, Kate wrote an emotional and honest obituary of her
sister Madelyn Linsenmeir (O’Neill, 2018) who passed away
after years of struggling with substance use disorder. Within
weeks, Maddie’s obituary went viral and was read by
millions around the globe. Kate and her family received
thousands of messages from individuals sharing their
gratitude and personal trials with addiction. After the outpour
of support, Kate was hired as a guest reporter for a year-long
series “Hooked” about Vermont’s opioid crisis in Seven Days, a local Vermont newspaper. Since
our interview, she has finished her worked with Seven Days and is currently writing a book about
her sister, Maddie.
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Will Porter, M.D. is an addiction medicine physician in Addison
County, VT where he works as at three MAT clinics. Dr. Porter was
drawn to work in the field of addiction medicine after hearing
Governor Shumlin’s 2014 State of the State Address on the opioid
crisis in Vermont. Previous to his work in addiction medicine, Dr.
Porter worked as a family physician, an emergency room doctor, and
volunteered for Doctors Without Borders. At the time of our
interview, Dr. Porter was in the beginning stages of opening a new
MAT clinic in downtown Middlebury.
Susan Taney, N.P. is a nurse practitioner where she works at several
medication assisted treatment clinics and one Comprehensive Care
Clinic (CCC) in northern Vermont. Susan moved to Vermont from
Philadelphia in the 1990s, where she soon started working at CCC
for HIV care, among four other nursing positions. At the time of our
interview, Susan was the only practitioner working at the CCC in St.
Johnsbury. She expressed her belief in the importance of nonjudgmental expressions of care and personal connection in her work
with patients.
Theresa Vezina is the Associate Director of Vermont CARES, a
harm reduction and HIV/AIDS prevention organization with
locations in Burlington, Montpelier, Rutland, St. Johnsbury, as well
as a statewide mobile services program. Theresa grew up in
Vermont’s Northeast Kingdom and settled back in region after
moving back and forth from California. Theresa is a strong
supporter of harm reduction and holistic care. She came to the
philosophy of harm reduction in her recovery and healing. In her
eight years working with CARES, the organization has expanded to
include community trainings, case management, testing, needle exchange, and mobile services.
Photo credit for the narrator biographies can be found on page 76
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Part V: Findings

Figure 4 - The Bennington Evening Banner. 1912.

Figure 5 – The New York Times. 2014.

Opioids in Vermont: This is Nothing New
For more than a century, the small city of Rutland has been used as the poster child for
reporting on the persistent history of opioid use in Vermont. Propelled by the success of the local
quarry industry and a growing immigrant population, Rutland thrived in the nineteenth century.
By the 1910s, Rutland appeared across local headlines as the Vermont town with the most
extreme levels of opioid consumption. Decades later, the majority of the marble quarries in the
region had closed. The 1980s and 1990s brought devastation to the labor force, economy, and
morale in the area. In 2014, the New York Times published a story that highlighted the depth of
the generational poverty and rate opioid use that continues to face the community. So, how has
the consumption of opioids persisted for more than a century in Vermont from a crisis at the turn
of the century into a full-blown epidemic in our contemporary moment?
Using archival sources, this section begins with an early history of the opioid crisis of the
late nineteenth and early twentieth centuries to inform our contemporary epidemic. Since the
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scope of this thesis does not allow for a comprehensive account of opioids throughout American
history, this section will focus on the most critical information about the first wave opioid crisis
in the late nineteenth and early twentieth centuries in Vermont to help contextualize the epidemic
we face today and understand the long history of stigma, opioid dependence, and the conflicting
viewpoints over how to address such a crisis in Vermont. A more recent history, narrated
through archival sources, oral histories, and media accounts will provide contemporary context
and lead to several geographic findings that are explored in depth.
A Cure for Everything: Opioids at the Turn of the Twentieth Century
Thirty years prior to the report on the “Morphine Fiends” of Rutland, the B.J. Kendall
Company was established and would eventually enrich and build a Vermont town on the opium
business. Kendall’s Spavin Cure was an alcohol and opium-based tincture originally marketed to
help soothe horse arthritis (spavin), lameness, and stiff joints (Middlebury Register, 1890). With
horses as the primary means of transportation of the time, the sale of the tincture skyrocketed
across the United States (Fleury, 2018). In 1880, after establishing themselves as a nationwide
medicine manufacturer, the B.J. Kendall Company had made such high profits that by the 1910s
they funded the construction of the Enosburgh Opera House, as well as the majority of all of the
public works including the sewer systems, sidewalks, and the town library. By the late 1910s,
Kendall’s Spavin Cure was marketed directly towards rural farmers and laborers as a pain reliever
that was “Good for Man and Beast” (Figure 6), as it had recently been “refined” for human use.
Its “proven effectiveness” and raving reviews were likely due to the intense pain relief, addiction,
and dependence that the cure caused among its human and animal consumers.
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After the emergence of the automobile and new drug labeling
laws, the success of the B.J. Kendall brand began to decline. Although
there are differing accounts on what happened to the company and the
doctor who established the brand, it was reported that Dr. Kendall’s
business partners offered to buy him out of his own share of the
company because of his own opium addiction (Fleury, 2018). He was
eventually committed to a sanitarium for his substance use disorder
where he died at age 76 (Illinois Deaths and Stillbirths Index, 19161947). Although the history of Enosburg and the B.J. Kendall
Company is not unique, it provides great insight into the widespread
manufacturing, marketing, and consumption of opium-based products
at the turn of the twentieth century that defined an era of addiction,
drug laws, and rural medicine in Vermont’s history. The consumption
of opioids by early Vermonters was in pace with the rest of the nation,

Figure 6 - Kendall's Spavin Cure
Advertisement. St Johnsbury
Caledonian. 1917

but its location and rural landscape provided unique challenges for rural healthcare and high rates
of self-medication.
The history and wealth of Kendall’s Spavin Cure was so prominent in the town of
Enosburg that in 2018 local residents Tim Camisa and Mike Rooney proposed the creation of a
museum that would chronicle the history of patent medicine, the opioid crisis, and healthcare at
the turn of the twentieth century in Vermont (Picard, 2018). Originally, the creators coined this
project “the Museum of Addiction,” but the name was quickly changed to “The Museum of
Vermont History and Health” likely due to the pushback they received from adverse local
reporting and uncomfortable community members. Camisa and Rooney argued that it was fitting
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for Enosburgh to be the location for the museum, as the town was essentially supported by the
production and sale of opioids and other medicines from the late nineteenth century into the
twentieth century. While it is debated to what degree the success of the northern Vermont town
was built upon the sale and distribution of such medicines, it is clear that the success of the B.J.
Kendall Company and its famous “Spavin Cure” was partially responsible for the boom of the
economy leading into the twentieth century (Picard, 2018).
Consumption of opium by rural farmers and urbanites was not uncommon from the early
nineteenth century into the middle of the twentieth century. A state-run assessment conducted in
1900 by Dr. Ashbel Parmlee Grinnell found that Vermonters consumed 3.3 million doses of
opium each month (Shattuck, 2015). Across the nation, many women and homemakers routinely
took opium-based drinks or tinctures to calm menstrual pain or to soothe their nerves. Children
were also often given the medicine to cure a cough, sore throat, pain, diarrhea, or for general
relaxation (Halpern, 2019). In Vermont, there were no regulatory measures for doctors or
prescribers until 1878 and even then, rural doctors or druggists would often take full advantage
of the powers of opioids to provide a cure for almost any ailment (Halpern, 2019).
In the nineteenth century, the demand for opium was so extraordinary that the Green
Mountain State began cultivating their own poppy fields and grew a product that was eventually
deemed as “Vermont” or “American” opium (Halpern, 2019). It was recognized as an important
industry for the state but fell out of fashion or lost its productivity by the early twentieth century
(Shattuck, 2015). Although Vermont eventually stopped growing its own poppies, opium-based
products were still readily available in drugstores and sold in major cities along the East Coast.
From the newspaper headlines and articles of the time period, it is clear that country stores
played a major role in the sale and distribution of opium at the local level. In Vermont, country
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stores served as the primary, and oftentimes the sole location to purchase medicine, home, and
farm goods. One article highlighted the struggle between country store “druggists” and “dope
fiends” either through robberies or in the debate surrounding recent anti-narcotic laws
(Manchester Journal, 1915). Vermont’s rurality has always been a challenge for any type of
rural healthcare administration. In the late nineteenth century, many rural doctors traveled
between towns and homes bringing medicines and knowledge with them. Some argue that the
degree of rural remoteness of Vermont communities in the late nineteenth and early twentieth
centuries was the cause for such high levels of opioid use, as the lack of access to medical care
forced many individuals to self-medicate for physical or emotional pain (Shattuck, 2017).
As rates of opioid consumption rose across the country due to widespread marketing and
availability, testimony before Congress proved that rates of use had increased by 351 percent
between 1869 and 1909 (Shattuck, 2015, 159). At the time, the Vermont government was largely
focused on efforts of prohibition of alcohol, rather than addressing the perhaps more mounting
issue of opioid addiction and dependence that was sweeping their state (Shattuck, 2017). The
Vermont Women’s Christian Temperance Union was one of the sole organizations that lobbied
for temperance and recognized “opium eating” as a moral pitfall of the state and detrimental to
its youth. Although the organization was successful in provoking change for medical
professionals to have more in-depth training on narcotics, little was done to improve the stature
of the state’s medical system or the widespread distribution of opioids (Shattuck, 2015).
On the national level, legislation began to alter the marketing and manufacturing of
opioid-based products. The Pure Food and Drug Act was passed in 1906 and required accurate
labeling on patent medicines and foods nationally. This allowed individuals to properly identify
the ingredients of their medications, often alerting them of high doses of opioids in items like
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cough syrup, throat lozenges, or powders (Halpern, 2019). With increased ingredient information
and education, advertisements of “soothing syrups” and “home tinctures” containing heroin,
codeine, or morphine became less common in Vermont newspapers by the late 1910s. Rather,
advertisements for medicines not containing opioids were more pervasive throughout many local
newspapers. Such advertisements included images of children and young families, or the doctor
himself, advising the use of a safe in-home medicine such as “Father John’s Medicine”
(Bennington Evening Banner, 1918).
In 1914, the Harrison Act was passed as the first
nation-wide drug specific legislation. The Harrison Act did
not actually prohibit or outlaw opium, rather it required
anyone who dispensed narcotics to register with the federal
government and pay a small tax. The act ultimately made it
illegal to sell or distribute opioids without a license. But
under the law, even those who were licensed to prescribe
opioids were not allowed to provide maintenance doses to
individuals who were opioid-dependent. Under the Harrison
Act about 25,000 doctors were arrested nationwide for

Figure 7 - The Bennington Evening
Banner. May 08, 1915

prescribing or selling opioids without a license (Brattleboro Daily Reformer, 1919). In Vermont,
several physicians were sentenced for up to four years for prescribing opioids without examining
patients. As seen in Figure 7, Doctor Horace Pike of Albany, New York’s defense was that he was
attempting to help ween opioid-dependent patients by slowly lowering their dosage overtime so
they would experience fewer symptoms of opiate withdrawal. Although this was the medically
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and morally correct thing to do, it was still seen as a federal crime. Here again, addiction was seen
as a moral and quasi-legal quandary, rather than a condition requiring adequate medical attention.
The plea for new legislation in Vermont and nationwide mounted in the 1910s. Vermont
soon became a “dumping ground” for opioids and alcohol as surrounding states began to pass
restrictive prohibition laws. A Manchester Journal headline read, “Dope Dispensers in Vermont
for Drugs: Laws in States Adjacent to us Drive Users Here for Dope” (1915). The article
discussed “the situation caused by our lax laws regarding the sale of pernicious drugs” and stated
that, “Vermont is due to be the pumping grounds for dope fiends unless some legislation is
enacted at the coming session of the Legislature.” Beyond the wide sweeping issue of addiction
among civilians, the U.S. armed forces struggled to fill the draft due to the staggering number of
opioid dependent young men (Barre Daily Times, 1918). This narrative of the “unfit and
addicted” young Vermont man worked against the strong and sturdy Vermonter ideal that carried
incredible weight with the rise of the Progressive Era and Vermont eugenics movement
(Shattuck, 2015).
In 1919, a Vermont headline read, “Million Drug Addicts in U.S. – Greatest Opium Users
in World.” With an estimated 250,000 to 1,000,000 opioid-dependent individuals in the United
States at the time (Brattleboro Daily Reformer, 1919), the Harrison Act had proven to have a
disastrous effect on curbing opioid use and addiction treatment through its hands-off approach of
light taxation and licensing. In addition to not being an effective law, the Harrison Act reinforced
the stigma of addiction as a choice, rather than a disease that required medical treatment
(Halpern, 2019). In the same year, the Senate introduced a law that allotted five million dollars to
provide medical care for patients who were dependent on opioids. Three years later, the federal
government attempted again to restrict the movement and consumption of drugs by passing the
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Jones-Miller Act which deemed it illegal to import any drug that was not being used for medical,
scientific, or research purposes. The Jones-Miller Act, also known as the “Narcotic Drugs Import
and Export Act,” created the first mandatory sentencing guidelines for drug-related consumption
and marked the turn of extreme sentencing, fines, and repercussions for drug use and distribution
in the United States. A decade earlier, there was not a single nation-wide drug law that existed in
the United States.
Outside of echoing reports from Washington and
major cities, perhaps the most extensive reporting on
heroin and the opioid crisis in the early twentieth century
in Vermont was on smuggling, theft, trespassing, and
apprehensions. More often than not, an ethnic or racial
description was included in the sub-caption such as Greek,

Figure 8 - The Brattleboro Daily Reformer
April 16, 1917, 6.

Italian, French-Canadian, “Russian Jew”, or a “Colored Porter” (Figure 8). Key to popular
reporting on opioid smuggling was the origin, destination, and route of the drugs. More often than
not, the drugs were being moved between Montreal and New York City and were seized or sold
in the middle ground of Vermont.
The ethnic profiling of drug traffickers was built around the extremely biased race-based
laws surrounding the first opioid crisis. Although opioids were used in the United States long
before the migration of Chinese laborers to California, the new migrants became the scapegoat of
mounting cultural and moral fear surrounding opioid use in the U.S. In 1875, California passed
the Opium-Den Ordinance that specifically targeted the smoking of opium by Chinese
immigrants in the early days of the California Gold Rush. Chinese Americans were blamed
nationally for the opioid crisis for several decades (Halpern, 2019). The morally steeped
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language of dope fiend constantly appears in articles at the turn of the twentieth century with
topics surrounding theft and drug consumption. The word dependence, appetite, or habit is
commonly used, rather than the term addiction. A 1913 (October 2) Burlington Free Press
article describes the “heroin habit” of New York City:
It appears that thousands of New Yorkers – many of whom are mere youths – already are
slaves to its use and that it is working frightful havoc – mentally, morally and physically
– in every section of the city and among every stratum of society.
The albeit out of date language describing people who use drugs as “slaves” and “fiends” echoes
the intense realities of addiction that persist today. Nearly a century later, harm reduction and addiction
specialist Dr. Gabor Maté similarly described his work in a Portland Addiction Clinic as like working
“in the realm of hungry ghosts” (Maté, 2008). Opiates and the addiction that they inflict did not
disappear in Vermont or across the country between the turn of the twentieth century and the
contemporary opioid epidemic we face today.
During the middle of the twentieth century, heroin was the most commonly used opioid. Public
efforts to curb its use involved research physicians at the nation’s so-called narcotic farms and local
police interventions in high crime, urban neighborhoods (Campbell, 2008; Frydl, 2013). Heroin did not
have the visibility it would later attract, nor was the general public much concerned beyond the crime its
use caused. These waves of opioid use in the United States occurred several times throughout the
twentieth century, most notably in urban centers in the 1970s (Halpern, 2019).
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Models of Care: Twelve Step Programs, MAT, and the Contemporary Opioid Epidemic
Critical to the understanding of the contemporary treatment models for opioid use
disorder and the stigmatization of opioid users, especially injection drug users, is the history of
Alcoholics Anonymous, abstinence-based treatment programming, and the disease model of
addiction. Alcoholics Anonymous (AA) was informally founded amid a conversation between
two men in 1935 in Akron, Ohio. In 1939, after self-publishing a book about AA, one that would
become known as “The Big Book,” Alcoholics Anonymous took root across the country. During
the following decades, the Twelve Steps were used to help individuals through meetings and
social networks in a community-based recovery process. The language of the Twelve Steps
remains deeply rooted in religion, spirituality, abstinence, and most importantly, one’s
powerlessness over the disease of addiction. By 1950, the support group had more than 100,000
members in the United States (Alcoholics Anonymous, 2020). In the same decade, the Minnesota
Treatment Model was born out of three private treatment centers that used Twelve Step
literature, a month-long residential program, and counseling (Clark, 2017). For treatment centers
that followed the Minnesota Model, such as the Betty Ford Center in California, any kind of
medical maintenance treatment was shunned, as the model saw alcohol and drug addiction to be
“different symptoms of the same disease” (Clark, 2017, 186). This concept supported the idea
that compulsive or dependent use of alcohol, marijuana, heroin, or cocaine were all rooted in the
same issue and would not be treated any differently than alcohol dependency.
While Twelve Step programming spread across the United States in the 1960s, at
Rockefeller University, Drs. Marie Nyswander and Vincent Dole co-discovered methadone
maintenance treatment through clinical trials for opioid use disorder. After establishing the first
methadone clinics in the country, Nyswander and Dole theorized that people addicted to heroin
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underwent permanent metabolic change (Courtwright, 1997). In a 1967 journal article, they
theorized that people living with opioid use disorder had a visceral needed for opioids,
debunking abstinence-based approaches (Herman & Woods, 2018). Nyswander’s idea came
from years of watching her opioid-depended patients relapse while engaged in an abstinence
approach to their recovery. Although methadone maintenance and the metabolic theory of opioid
addiction greatly altered the history of OUD care, the science was met with criticism and
continued stigmatization, mostly due to the population her patients represented in the minds of
the general public—criminals, sex workers, and low-income, urban people of color.
The popularity of the Twelve Step Model continued to grow nationwide, so that by the
mid-1980s, people grappling from a myriad of addictions could find others to meet with to
collectively overcome their dependence on narcotics, alcohol, overeating, codependency,
gambling, and sex. The Twelve Step disease model of addiction, referred to as TSF (Twelve Step
Facilitation), soon became the most prominent treatment model practiced in treatment centers.
By the 1990s and early 2000s, more than 90-percent of treatment centers in the U.S. were based
on the Twelve Step Model (Clark, 2017). By the 1990s, doctors and scientists began to view
addiction as a relapsing and chronic disease that needed long term management (Clark, 2017,
188). The ‘disease model’ of addiction reframed the “choice” of substance use disorder, and
therefore greatly altered the narrative of abstinence as the sole “cure” for addiction. Over the last
several decades, the Minnesota Twelve Step model and the medical model of addiction have
stood in conflict to one another.
The emergence of the second opioid epidemic in the United States at the end of the twentieth and
beginning of the twenty-first century came about amid several mounting factors, including problematic
governmental policy related to the War on Drugs (Kamienski, 2016), the dramatic increase of
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prescription opiate painkillers as advocated by pharmaceutical companies (Quinones, 2015), and a
stigmatizing, abstinence-based system of treatment (Maté, 2008). With a staggering 400,000 opioid
related fatalities between 1999 and 2017 (CDC, 2019), the contemporary opioid epidemic has proven to
be much more widespread and fatal than the opium crisis a century earlier. The history of American
pain management and the proliferation of prescription painkillers is essential to understanding the
contemporary epidemic. In 1995, Perdue Pharma released OxyContin, a longer acting formula of their
original product Oxycodone. Perdue Pharma blatantly and falsely marketed the new product to doctors
and consumers across the nation as a medication with no risk of abuse or addiction if used as directed.
With the rising cultural concerns for pain management in the 1990s and early 2000s, coupled with the
extreme marketing of the product from the pharmaceutical industry, the sale of OxyContin hit one
billion dollars in the United States by 2000.
In a 2003 study, 24% of Vermonters reported using pain relievers for nonmedical reasons
(Vermont Department of Health, 2016). The stories of debilitating addictions spurred from a broken
limb or persistent back pain were prolific across the nation, including within the seemingly safe
environment of Vermont (O’Brien, 2014). As millions of Americans became addicted to prescription
painkillers, a dire need for a cheaper and more accessible drug arose. Prescription painkillers and heroin
alike cause severe withdrawal symptoms including acute bone and muscle pain, restlessness, vomiting
and diarrhea, and overwhelming cravings for the substance (NIH, 2019). Opioid-dependent users
quickly learned that chewing, injecting, or snorting OxyContin produced the same high as heroin
(O’Neill, 2019). OxyContin soon became the next drug of choice for Americans struggling in the grips
of opioid addiction.
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The Vermont Model: From Harm Reduction to Hub and Spoke
This section will use the collected oral histories of opioid use disorder care providers and
supporting archival sources to reveal how the opioid epidemic of the turn of the twenty-first century
resulted in new networks of care in Vermont. The narrator’s biographies will be incorporated to
understand the lived experiences, perspectives, and responses of Vermonters that have worked to create
the contemporary landscape of opioid use disorder care. 1
The history of harm reduction as a tool to prevent HIV among injection drug users is also part of
Vermont’s history. The persistent stigmatization of injection drug users by the general public and nonaddiction specialist professionals (Lloyd, 2013) has historically limited their access to care, social
services, and recovery opportunities. During the HIV/AIDS crisis of the 1980s and 1990s, the
transmission of the disease was primarily through sex and the sharing of needles. In 1986, Vermont
CARES was established as an AIDS service organization that provided services and testing for
Vermont’s HIV positive community. Eight years later, satellite clinics opened in rural communities
across the state to provide care for people living with HIV-- including a one room Comprehensive Care
Clinic next door to Vermont CARES in St. Johnsbury. Nurse Practitioner Susan Taney began working at
the Comprehensive Care Clinic in 1996. At one point in the early 2000s, Taney simultaneously held up
to five nursing positions throughout northern Vermont where she provided HIV or OUD care. Taney
described the time as being one in which “all hands” were needed to care for people living with HIV or
OUD. Today, Susan is the only care provider at the Comprehensive Care Clinic in St. Johnsbury, a role
that she embraces with humor. “So, I continue here as the clinical care coordinator for the

1

The narrator’s biographies can be found on pages 25-29.
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Comprehensive Care Clinic in St. Johnsbury. It is me, myself, and I. You’re looking at it. This is it. I
have one exam room.”
Syringe exchanges, a common harm reduction service, were first established in Europe in the
mid-1980s in an effort to limit the spread of HIV (Riley & O’Hare, 1993). A conference in 1990 in
Liverpool, England marked the beginning of a series of international conferences that contemplated the
need for innovative, people centered strategies to combat HIV infection rates for injection drug users
which would soon be referred to as a ‘harm reduction approach’ (Erickson et al., 1997, 3). Although
needle exchanges were created in the height of the AIDS epidemic, they reemerged in the early 2000s in
the United States as a critical health service with the rise of prescription opioid and heroin use. Edith
Springer, co-founder of the Harm Reduction Coalition, has been widely credited with spreading the
“gospel of harm reduction” across the United States (Harm Reduction Coalition, 2011; Erickson et al.,
1997). The earliest syringe service programs (SSPs) in the United States were largely organized as
illegal, street-based programs developed by activist groups or individuals, primarily in urban regions
(Land et al., 1993). The first formal and community supported SSPs, “Point Defiance,” was opened by
Dave Purchase in Tacoma, Washington in 1988. SSPs morphed from a model based in civil
disobedience and radical care to institutionalized programming that incorporated community
consultation, cooperative relationships with local leaders and law enforcement, and increased federal
funding and research (1993, 57). By 1992, seven U.S. states had introduced bills to legalize pilot SSPs.
In the mid-1990s, Tom Dalton, the director of the advocacy organization Vermonters for
Criminal Justice Reform and former director of Vermont’s first syringe service program, moved
to Vermont from Florida where he had worked as a case manager for youth at an HIV/AIDS
service organization. He got a job working for the Vermont Department of Health in their
HIV/AIDS program in a time when the model of harm reduction was slowly being introduced to
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the Vermont healthcare system. In 1999, the legislation was passed to allow the Vermont
Department of Health to provide the Howard Center, Vermont’s leading mental health and
addiction services organization, with a grant to create the state’s first syringe service program.
Dalton was hired as the director of the Green Mountain Needle Cooperative.
The program originally operated out of the Act One Bridge site on the corner of
Winooski Avenue and Pearl Street in downtown Burlington. The needle exchange and its visible
location was not welcomed by all. Dalton explained, “Some of the business leaders in Burlington
were uncomfortable with the idea of syringe exchange at first, and one of those concerns was
what would it look like to have a syringe exchange program at the top of Church Street.” Due to
the resistance by the local business community, the Howard Center looked for other sites to hold
needle exchange hours and ended up integrating their services into several community spaces
across the city including the Episcopal Church and the Women of Color Alliance. Eventually,
after moving to several different locations, the Green Mountain Needle Co-op changed its name
to the less-controversial Safe Recovery and settled into a residential neighborhood in downtown
Burlington. Following the establishment of Safe Recovery in the early 2000s, Vermont CARES
expanded their services and opened Vermont’s second needle exchange in St. Johnsbury.
Safe Recovery is located less than a block from the most northern point of Church Street,
Burlington’s most bustling commercial district. In our interview, I asked Tom Dalton to explain
the presence that he hoped Safe Recovery would have in the larger Burlington community.
We really were not trying to have much of a profile at all in the community. We kept a
low profile because we felt like it's better for the community to... the people that know
[and] that need our services were hearing about it through word of mouth really
effectively. So, we didn't feel like we needed to invite scrutiny, more or less. And we felt
like by waiting and letting people see that there haven't been problems… overtime,
business leaders and the police and others started to praise the way that we operated
things and started to see it as a community asset.
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Tom continued by recalling a humorous memory of testifying on behalf of Safe Recovery to the
Vermont Legislature for the Good Samaritan Law.2
A legislator in one of the committees asked, "Where are you located?" And we said,
"Clarke Street in Burlington." They looked confused and said, "That can't be, I live on
Clarke Street." So, a legislator [who] lived on Clarke Street and didn't even know we
were there. So, that was a good sign that we weren't causing disruption in the community
in a negative way.
Safe Recovery continues to be the leading harm reduction syringe service program in
Vermont. It is open forty hours a week and offers primary and secondary needle exchange,
fentanyl test strips, Narcan training and distribution, HIV and Hepatitis C testing, a drop-in legal
clinic, mental health services, and a newly added low-barrier, next-day buprenorphine
medication assisted treatment program. In the 2017, there were 4,945 members of the syringe
exchange from all counties in the state. A total of 6,414 people accessed syringe supplies either
through primary or secondary exchange (Vermont Department of Health: Howard Center, 2018).

Figure 9 - First Site of Safe Recovery at the Act One Bridge Site. Corner of S.
Winooski Ave and Pearl St in Burlington. Accessed from Google Street View.

Figure 10 - Current Safe Recovery Site, Clark Street,
Burlington. Accessed from Google Street View.

Although many legislators, physicians, and advocates cite Safe Recovery as the standout
model for harm reduction initiatives in the state, the services they provide continue to be hidden

2

Good Samaritan Laws allow for people to call 911 in the case of overdose without fear of prosecution for drug
possession.
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from public view. This same spatial discipline is seen in the geographic placement of Vermont
CARES, the Comprehensive Care Clinic, and several MAT hub sites.
Up the hill from Safe Recovery, The University of Vermont Medical Center was one of
the flagship institutions conducting studies on the effectiveness of buprenorphine for the
treatment of opioid use disorder. Buprenorphine was the first medication to treat opioid
dependency permitted to be dispensed in physician offices, such a primary care clinic, which has
greatly increased lower-barrier access to MAT. In 1992, after completing his medical school
instruction at Brown University in Rhode Island, Dr. John Brooklyn came to the University of
Vermont Medical Center to complete his residency. After receiving a robust training in addiction
medicine at Brown, Brooklyn became a leader in addiction medicine during his residency at
UVM Medical Center.
So, very quickly I became kind of like the regional expert just because of my medical
training, which is sad. Upon graduation, I started working with the UVM human
behavioral pharmacology lab, which was running all of these buprenorphine studies and I
have been there ever since…Every step along the way, if there was an initiative, I would
be part of it.
In 1998, Dr. Brooklyn began treating opioid-dependent pregnant women in Vermont with
methadone through a special federal waiver. By 2000, Brooklyn was waived to treat twenty
women. At the time, Vermont was only 1 of 8 states in the United States without opioid agonist
treatment for OUD (Brooklyn & Sigmon, 2017). On the front page of the April 4, 2002
Burlington Free Press, the headline read, “Pregnant addicts treated: women given methadone to
save babies.” The article references medication assisted treatment to be “controversial” and
constantly incorporates a “fetus-” or “child-first” narrative, in many ways demonizing the
expectant mothers because of their opioid use disorders. This severe stigmatization of mothers
who inject drugs was not unique to Vermont. Nationally, women who had opioid use disorder
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and who injected drugs were viewed in extremely negative terms (Perry, 1987) and were largely
deemed unfit to parent their children (Densen-Gerber et al., 1972).

Figure 11 - Burlington Free Press, November 15, 2002.

From these early efforts by Dr. Brooklyn and other Vermont practitioners, CHARM, the
Children and Recovering Mothers Collaborative emerged. CHARM was established as a
multidisciplinary group of health and service agencies to support women with opioid use
disorder and their children and has rapidly expanded. By 2013, the CHARM Collaborative
supported 194 Vermont women and their families (SAMHSA, 2016, 82). In the early years of
integrated health systems for opioid use disorder, CHARM was a Vermont example of
identifying linkage points in the healthcare and social services networks to support women and
children. It was clear that Dr. Brooklyn saw the larger picture in his work, even in the early
2000s.
One thing that I remember about twenty years ago when we first started this was thinking
if I can start to treat these babies and these mothers, I know that twenty years from now,
this kid will be in a household where there is no drug use. Maybe the mother and
grandmother and the great grandmother were drinkers and drug users. This is going to be
the first generation. We call it ‘bending the curve.’ You know, it could take a generation
to kind of change the dynamic of what’s going on in the household. It’s not going to
happen overnight.
Vermont’s first official methadone clinic opened in 2002 in Burlington. Prior to the
opening of the Chittenden Clinic, there were little to no medication assisted treatment programs
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available in the state. Brooklyn explained that, “the only treatment that existed were our
buprenorphine studies at UVM. And so, if anybody needed methadone, they were going out of
the state. The state was paying for them to go to Massachusetts or New Hampshire or New York
to the closest methadone clinics which were like two and a half or three hours away.”

Figure 12 - Vermont's Hub and Spoke Model. Image produced by Vermont's Blueprint for
Health. The Vermont Department of Health, 2019.

After the establishment of a handful of MAT centers in other communities in the state, in
2011 Dr. John Brooklyn helped conceive of Vermont’s model to streamline OUD care across the
state. The model was not revolutionary in its thinking as healthcare networks used similar care
networks for other common chronic diseases such as cardiology, infectious disease, and
endocrinology, but it was the first of its kind to specifically create an integrated model of care for
opioid agonist treatment (Brooklyn & Sigmon, 2017). The model was officially implemented in
2013 and continues to grow. The innovative model aims to create a connected network of care
that allows for smooth transitions between “Hubs” and “Spokes” depending on the intensity of
care needed on a patient by patient basis. Under federal law, the SUPPORT Act of 2018,
medication assisted treatment can only occur in two federally designated spaces, Opioid
Treatment Programs (OTPs) and Office Based Opioid Treatment (OBOT) offices. Spokes can
prescribe and administer buprenorphine, Vivitrol, and Naltrexone. Hubs can administer the same
medications as the Spokes in addition to methadone, which is regulated more heavily.
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Today, Vermont’s Hub and Spoke system for OUD care is composed of nine regional
hubs and seventy-five local spokes (State of Vermont, 2019). The Hubs offer intensive care for
complex addictions and mental health services in Burlington, St. Albans, Newport, St.
Johnsbury, Berlin, Rutland, Brattleboro, and West Lebanon (New Hampshire). The spokes
provide continual treatment in community settings, such as local primary care clinics. The
spokes are generally composed of one physician, one nurse, and one licensed mental health
professional or licensed alcohol and drug counselor. According to Dr. Brooklyn, 1.7% of
Vermont’s adult population is currently on methadone or buprenorphine, which accounts for
approximately 8,700 (US Census Bureau, 2019) adult Vermonters.
The small population, lack of resources, and rural landscape of Vermont posed unique
circumstances for a treatment model that would eventually provide widespread medication
assisted treatment and related services to Vermonters across the state. The treatment model was
meant to address rural problems of distance, shortage of resources, and lack of access to
treatment in small population centers. This rural-based model has now been successfully
implemented in more populated region across the country, including in Denver, CO, Wisconsin
(Wisconsin Office of Rural Health, 2018), California (Miele et al., 2020), Washington state (Reif
et al., 2020), and cities in Upstate New York, among others. The Hub and Spoke Model is now
one of the leading opioid use disorder treatment models in the United States (Rawson, 2017).
This rural to urban flow of information sharing has upended the notion that rural communities
only learn from urban environments and systems (Brich et al., 2012). Dr. Brooklyn stressed that
the Hub and Spoke model is designed to be an integrated health system, regardless of physical or
cultural geography.
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We are trying to do the same thing for addictive disorders that you do everywhere else in
medicine because we are trying to remove the stigma. We are trying to just normalize it.
And so, by doing that, you are changing the way that people think about healthcare…
I don’t think it is about rural or urban, I think it is just about integrating the healthcare
system with addiction treatment.
Brooklyn himself does not see the work he does as limited to a rural or urban
environment. He highlights the importance of an integrated healthcare system that includes
addiction treatment, no matter the geography. Years after the development of the Hub and Spoke
system, Dr. Brooklyn continues to look for innovative technologies and means of providing
access to care to as many people as possible. Here in Vermont, care providers continue to push
new and innovative systems of treatment, so that even in the most remote or urban places, people
will have the option for treatment and compassionate care. Richard Rawson, a Vermont
psychiatry researcher, recognized the Vermont Hub and Spoke Model as “one of the most
innovative and constructive public health responses to the opioid epidemic of the 21st century in
the United States,” citing the 96 percent decrease in opioid use and 100 percent drop in overdose
incidences while in treatment (Rawson, 2017). Although waitlists have been nearly eliminated
for MAT in Vermont a vocal and growing demand still exists to expand low-barrier access
programs to MAT.
Vermont’s hub and spoke model has not been without criticism and opposition. A 2017
op-ed written in Seven Days (Davis) provided a perspective that was not heard from the OUD
caretaker narrators of this project. The article stated that “some frustrated addicts and their
families have begun to question whether [medication assisted treatment is] the only way,” and
referenced the hub and spoke model a “scheme.” The stance taken in this article identifies
medication assisted treatment as “trying to solve the opiate crisis by giving addicts another
opiate.” Many who support abstinence only recovery, see maintenance treatment of opioid use
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disorder with suboxone or methadone as a “crutch” for their addiction and as an inhibitor to their
“freedom” in recovery. This conflict between what constitutes “recovery” not unique to
Vermont.
This same sentiment emerged in the battle over naloxone distribution in the state.
Naloxone, commonly known by the brand name Narcan, is an opioid antagonist used to reverse
the effects of opioid overdose either through a nasal spray or injection. Vermont Representative
Selene Colburn explained her prolonged battle to Burlington police officers to carry naloxone
and for the state’s budget to cover widespread distribution of naloxone kits and fentanyl test
strips.
We have worked really hard over time on treatment delivery, we have created a system
that, compared to a lot of places in the country, should be considered a model. But there
are a lot of gaps in our system. I just feel like there is this sense of like, well we have this
treatment model out there and if you are not ready for treatment or you can't access
treatment in the way we have made it available to you, you deserve what you get. And
that is [messed] up. Sorry, but I just feel strongly about it. The things that I hear coming
out of people's mouths around that. I am like, Okay? So, those people deserve to die?
Dr. Fred Holmes, the Franklin County pediatrician who was featured in the documentary
The Hungry Heart, recalled a memory of such profound stigmatization and misunderstanding of
people with opioid use disorder while stopping at a diner in southern Vermont with his patient
and friend, Dustin.
We stop at this diner in this little-bitty town. We had ordered lunch and we were sitting in
our seat, and I look up and I see two guys in uniform in the back, left hand corner of this
diner. One of them has a green uniform on. He must have been six foot two and built like
a wrestler. The other guy had a black uniform on, a black police cap. The pin on his
collar said Chief.
So, I said, "Come on, Dustin. Let's go talk to these guys." And so, we go over. This is
important. We said, "Do you mind if we join you?" And they said, "No." He scooted over
and we sat beside him and I said, "Well, my friend Dustin and I were just up at the school
showing our movie about opiate addiction and kids." With that, the guy in the green
uniform got up and left. He was wildlife management or game preserve guy. I don't know
what he was, but he was not part of that conversation. We were left with the police chief
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of this tiny, little bitty, really rural Vermont town. And we had told him what we had
done, that we had been to the school and shown the movie. And he says, "I don't see why
you guys bother coming over here because we don't have any trouble like that in this
town."
I could just feel Dustin stiffen a little bit. He said, "Yeah, we've had a couple, but they are
up to Littleton. Some of them died but it doesn't really matter. We don't have none down
here." I said to him, "Oh? That's good. So, do you guys carry Narcan?"
He says, "Nope. Don't. Can't see any sense for that stuff. You give it to them, they wake
up, then they just go out and use again. They might as well die the first time." This is a
true story. He says, "I belong to the police chief’s association of Vermont and we voted,
and I think only forty percent of the folks were interested in using Narcan, so we just
don't see any need for it. We don't use it."
And I thought, oh god. It is sort of this discomforting, cultural experience…So, the chief
gets up to leave. And by now we are being kind of smart ass giddy after a very
uncomfortable conversation…[Dustin] says, "Doc, I am telling you. We just missed our
opportunity. I could have handled that big guy and you could have handled that chief, no
problem at all. It was a little gallows humor. So, we go out, get in the truck. We are
getting ready to leave. Dustin closes the door and I look over and he is really quiet. I say,
"You alright?" And he says, "Doc, I should have told him that I was the one who could
have used the Narcan." So, long story short, that sort of cultural bias, that insensitivity,
that inappropriate judgmental crap used to be all around if you were someone who was
doing drugs.
According to Rep. Colburn and many other harm reduction advocates, the hub and
spoke’s success at eliminating waitlists and and providing widespread availability of MAT does
not excuse the need for other critical harm reduction services for people with opioid use disorder.
These caretakers and advocates express the need to have a comprehensive set of available
services to support people who use opioids, ranging from next day medication assisted treatment,
the distribution of safe injection and naloxone kits, a case manager to help find housing or
provide legal support, or ultimately, just someone to talk with. Theresa Vezina, the Associate
Director of Vermont CARES, expressed what harm reduction meant to her and the importance of
supporting her clients.
Yes, harm reduction reduces harm, but I believe that what harm reduction really means to
me is showing people love and compassion, not judging people, no matter what choices
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that they are making, and having an open, safe space where people can come, and just
come as they are, be themselves, be a mess, be not a mess. You know, whatever is going
on for them, just know that they can come here and share whatever they want to share.
Harm reduction isn't about choosing goals for them or coercing them or manipulating
them into making choices that we believe are better for them, or best for them, but
actually just like letting them make their own choices to determine for them what they
think is best for them in that moment, even if I think it may not be. And being okay with
that. And being really present for people and not thinking about agendas, but just being
present and mostly doing a lot of listening.
A Call to Action: Opioids in the Vermont Landscape
Bess O’Brien, a Vermont filmmaker from the Northeast Kingdom, produced and directed
a 2014 documentary film, Hungry Heart that followed Franklin county youth and their struggle
with opioid addiction. The idea for the film was presented to Bess by Dr. Fred Holmes, a
pediatrician in Franklin County who was one of the first pediatricians in the nation to prescribe
medication assisted treatment to youth. Dr. Holmes came to Bess with a pile of stories about his
patients and emphasized the need for the public to understand what is happening in rural
communities around the state. After the release of the film, Bess, Dr. Holmes, and many of his
patients toured The Hungry Heart and engaged conversations about opioid use across the state
and country. Dr. Holmes highlighted the impact that the film screenings had on communities and
necessary conversations that they prompted in all parts of the state. In the final scene of The
Hungry Heart, Katie, a young woman in recovery, thanks Dr. Holmes for his years of kindness
and compassion, and for allowing her to be one of “Fred’s Kids.” Her statement closes the film:
“I never wanted to be one of those kids. And those kids are your kids. I am your child. Whether
or not I am related to you, I am someone’s child, someone’s sister, someone’s cousin, someone’s
friend. I am somebody.”
Two weeks prior to the scheduled 2014 State of the State Address, then Governor
Shumlin watched O’Brien’s film The Hungry Heart. After viewing a film on the individual
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stories of the heart wrenching disease of opioid use disorder, Shumlin decided to use his platform
to alert Vermont mounting the crisis facing every community across the state. Bess explained the
impact that her film had on the Governor and the subsequent ripples that were felt across the
country.
The governor watched it and his office called me two weeks before the state of the state
in January of 2014 and said that because he was so moved by the stories in the movie,
that he was going to focus his entire state of the state on Vermont's opiate addiction
problem, which apparently had never been done ever in the United States. Nobody had
ever spent their entire state of the state talking about one thing. And Vermont was the
first state to say, "Yes, this is a huge problem and we have it." And to come out of the
darkness on this. It became a huge rallying cry for the rest of the country.
So, in January 2014, when nearly $2 million in heroin was trafficked every week in
Vermont (Seelye, 2014) and the state was faced with an increase of opioid-related crime,
incarceration, and fatalities, then Democratic Governor Peter Shumlin used the entire State of the
State address to speak to the ever-growing opioid crisis facing Vermonters. Governor Shumlin
(VPR, 2014) opened his address by stating:
In every corner of our state, heroin and opiate drug addiction threatens us. It threatens the
safety that has always blessed our state. It is a crisis bubbling just beneath the surface that
may be invisible to many, but is already highly visible to law enforcement, medical
personnel, social service and addiction treatment providers, and too many Vermont
families. It requires all of us to take action before the quality of life that we cherish so
much is compromised.
At the time, many Vermonters were already aware of the presence opioids had in the
state. Rural EMS responders were dealing with overwhelming overdose calls, physicians had
been prescribing medication assisted treatment for nearly a decade, and many families were
working through the loss of loved ones. For those who had not been exposed to the mounting
crisis, the governor’s address served as a wake-up call and echoed across the nation.
Governor Shumlin’s address incorporated language reminiscent of the Vermont ideal,
highlighting the Vermont work ethic, a community-minded culture, and a feeling of safety: “We
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are lucky to live in the best state in the Union, where people work hard, trust and take care of
each other, and strive to keep Vermont a place where our children and grandchildren will grow
up and thrive.” In his speech, Shumlin proposed four steps to tackling the proliferation of opioid
addiction, related crime, and deaths. One step was to increase the capacity and programming of
treatment facilities, which had been previously met by a “not in my backyard” attitude by many
Vermonters. Shumlin spoke directly to Vermonters who were concerned about the preservation
of the social and physical landscape in the wake of the opioid epidemic: “I also know that
treatment facilities have not always been embraced by our local communities. But the time has
come for us to stop quietly averting our eyes from the growing heroin addiction in our front
yards, while we fear and fight treatment facilities in our back yards.” The governor concluded
the speech by expressing his belief in the state and the endurance of Vermont’s values, despite
the ravaging effects of opioids on families, the economy, communities, health services, and the
physical landscape. “I have tremendous hope for Vermont, and for our efforts to overcome this
challenge and keep the Vermont that we cherish for generations to come.”
Governor Shumlin’s address played an unexpected role in this research. Nearly every
narrator referenced this speech as a turning point for all Vermonters, and a call to personal action
for some. Several doctors noted that their motivation to be involved in addiction medicine was
sparked in 2014. Between 2012 and 2016, the number of MAT waivered physicians in Vermont
increased by 64%. (Brooklyn, 2017). Dr. Will Porter of Addison County was one of these
physicians who felt compelled to act after hearing Shumlin’s address. Dr. Porter often works in a
newly established makeshift MAT clinic in downtown Middlebury. The waiting room is
composed of handful of foldable plastic chairs, a lamp or two, plenty of magazines, and a fan to
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cool the space down from the summer heat. This space will soon serve Dr. Porter’s one hundred
MAT patients.
In the interview, Dr. Porter described his early experience with patients coming to his
Emergency Department in Addison County looking for opioids or in severe withdrawal. After
working as a family physician and feeling discouraged by the pressures of the medical industrial
and insurance complex, Dr. Porter found himself looking for a new life path. Almost
immediately after hearing Governor Shumlin’s address, Dr. Porter took the eight-hour online
training course to be waivered to prescribe buprenorphine or suboxone. His medical career has
since transformed and focuses almost entirely on addiction medicine. With a sense of purpose
and joy he told me, “I am living and breathing it”. What struck Dr. Porter most about the address
was Shumlin’s political courage to expose the most painful and pressing problem that Vermont
faced.
And now, my perspective is that [people with opioid use disorder] don't have anyone
advocating for them. Just shining a light on the subject brought people like me to be
curious about it and devoted to it in some way. [Governor Shumlin] did an unpopular
thing. Who is serving drug addicted people? No one cares what happens to them. You
know? Certainly not politicians… We've had an opiate problem in this country for
decades if not centuries and what is happening now is that white [Vermonters] are being
affected now than ever before, and that is what is getting people's attention.
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Following the speech, national news outlets extensively covered opioid addiction
Vermont. Reports surfaced about idyllic Vermont towns and the havoc brought by opioids. A
New York Times article reported on the proliferation of opioids in Bennington with the title
“Heroin Scourge Overtakes a Quaint Vermont Town” (Seely, 2014; Figure 13). The images
included in the reporting did not show farmers or hippies, or landscapes of ski slopes, fall colors,
or pastures with happy cows. Instead, the photos captured landscapes of poverty and Vermonters
in the grips of opioid addiction, or in recent recovery.

Figure 13 - Photo by Cheryl Senter. Article by Katharine
Seelye. Published in the New York Times on March 5, 2014.

Figure 14 - Photo by Cheryl Senter. Article by Katharine Seelye.
Published in the New York Times on February 25, 2015.

Dr. Porter spoke openly about the poverty, general lack of opportunity, and what he
called “the stagnation of rural life” that faced his patients, and many Vermonters. He saw these
factors of rural life playing an active role in widespread nature of Vermont’s opioid epidemic.
Dr. Porter explained that the reporting following the historic address shook American’s view of
the wholesome landscape of Vermont.
[When] he made that speech, Rolling Stone had a cover with a Vermonter in a plaid shirt.
It was a riff on maple syrup. Like, “What's going on in Vermont?” And the whole brand
of this wholesome place where you go skiing and there are farmers and there is Ben and
Jerry's.... and heroin addicts? People were bumming about, “Well, is this going to ruin the
tourist industry? Why is he talking only about this?”

57

The Rolling Stone article referenced by
Porter was titled “The New Face of Heroin”
(Amsden, 2014) and was released in the months
following Governor Shumlin’s speech. The
provocative image (Figure 15) as described by
Dr. Porter needed no caption for the reader to
understand the uncanny depiction of the “new”
Vermonter. The image depicted the Vermonter
that many imagine --a hardworking, sturdy male
in plaid-- but rather than tapping trees or splitting
wood, he is shown shooting heroin surrounded
by the rolling hills and maple trees of a
northeastern landscape. This visual disrupted the
idyllic imagery of the Vermont landscape and the
wholesome communities that live within its

Figure 15 - Photography by Fredrik Broden; Painting by
David M. Brinley, Lettering by Jon Valk.
Published by Rolling Stone in April 2014.

mountains and farmland. Two decades prior, Hinrichs (1996) examined the persistent reproduction
of Vermont ideal through an analysis of terms like “purity” and “authenticity” matched with
Vermont imagery and commodities, such as gentle mountains, maple syrup, pastureland, and dairy
products. The image produced by Rolling Stone exchanged the common advertisement for pure
and authentic Vermont maple syrup for new common commodity of “pure heroin,” exposing the
deep legacy of Vermont’s constructed image.
Following the controversial Rolling Stone imagery and reporting, Gina Tron, a native
Vermonter, published an article in Politico (2014) that echoed the imagery recently portrayed in
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reporting about Vermont and the opioid crisis. In her article, she considered how the idyllic
landscape of Vermont become America’s heroin capital. Her argument was summarized in a
single sentence: “It’s time for Vermonters, and the rest of the country, to recognize that heroin is
now nearly as much a part of our state’s identity as our beloved maple syrup and covered
bridges.” The subsequent reporting and media attention following Governor Shumlin’s 2014
address allowed for a new, opposing narrative about Vermont’s idyllic landscape and culture to
emerge. The new exposing depiction of Vermont allowed for the dire realities of the state’s
opioid struggle materialize in the social, cultural, and physical landscape.
Today, as you cross the skyway at the Burlington International Airport and look out to
the east to appreciate Vermont’s iconic mountain ridges, phrases now frame the vista -"Vermont, just like the rest of the nation, has been deeply affected by the opioid epidemic” and
“No one chooses addiction. They suffer from substance use disorder.” The “Change Corridor”
initiative (Enos, 2017) organized by Aspenti Health and the Burlington International Airport in
2017, is just one of many recent efforts awaken the public to the impact that the opioid epidemic
has had on Vermont. Actions like, among others, these have grounded the physical landscape in
the realities of Vermont’s struggle with addiction. Governor Shumlin’s address and the resulting
nation-wide reporting began a process of questioning the construction of Vermont’s quaint, safe,
and quiet landscape. Within the boundaries of Vermont, it also prompted new systems of care,
mechanisms for widespread treatment availability, and fundamentally altered the imagined
geographies of the presence of opioids for many Vermonters.
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Vermont’s Contemporary Landscape of Opioid Use Disorder Care
Since the implementation of the Hub and Spoke model and Governor Shumlin’s
address, more practitioners have been authorized to prescribe MAT, the visibility of Vermont’s
opioid epidemic has increased, and additional opportunities for intervention were established.
Among these points of intervention was securing MAT access to incarcerated individuals. As a
result of the advocacy of individuals like Tom Dalton and Representative Selene Colburn,
Vermont Act 176 passed in July 2018 and allowed correctional facilities to continue medication
assisted treatment through the duration of the inmate’s sentence-- the first state in the nation to
do so. Vermont Representative Selene Colburn explained the state of MAT in corrections
previous to the act and asserted that incarcerated individuals have been proven to have high
rates of overdose within the first two weeks post incarceration (Binswager et al., 2007). “If you
were sentenced to even a year in prison, you were like... that was it. They would just taper you
off your meds. And so, all of the research about that says that that is a terrible idea, right? You
come out... and you maybe haven't had any access, or you haven't had regular access. Your
immunity is way down and people are at these enormously accelerated risk for fatal overdose
upon release in those circumstances.” Rep. Colburn asserted the necessary right to medication
assisted treatment for all people, even those experiencing incarceration. The act established
critical links to care for people who are often high risk.
Dr. Sharif Nankoe is the medical director of the Vermont Department of Corrections, and
at the time of our interview, held two additional medical director positions at MAT clinics in the
Northeast Kingdom. In Vermont’s prisons, Dr. Nankoe oversees OUD treatment and care of
nearly seven hundred people experiencing incarceration, which accounts for nearly fifty percent
Vermont’s prison population.
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I think there is a much closer relationship between these substance use disorders and
criminal activity than I think we are even aware of…That is why it is so important for us
to offer treatment in corrections--to actually stabilize patients and lower recidivism rates,
to even get the patients some stability so they can actually be successful when they come
out…So, certainly in corrections, I do not think that it matters whether somebody has a
life sentence because that person is a human being just like in the community. And the
fact that they have a life sentence should not [matter].
Other points of intervention in the cycle of addiction have been identified, notably within
hospitals themselves. In the late 2010s, Central Vermont Hospital began providing immediate
MAT care after reviving people from overdose in their withdrawal. Rather than watching the
cycle of the same individuals land in the ER from overdose, hospital workers are readying their
services to treat patients upon arrival. Dr. William Porter, an Addison County addiction medicine
physician, described the push by the government and local hospitals to establish the Rapid
Access to Medication Assisted Treatment program in emergency rooms.
So, the [idea] is that someone who presents at the emergency room with an addiction
related issue or the subject of their addiction comes up, or most commonly would be that
they are in withdrawal and they are looking for help with that. The ER doc is wavered
and willing and alert to it and says, "Look, I can give you a prescription for Suboxone
that is going to keep you from being in severe withdrawal until you can see a community
physician. Here is the number. Call tomorrow morning and get an appointment before
this medicine runs out in three days.”
I think that is really key --how do you find people who are really hiding who don't want
to be found? They pop up with a crisis of some sort. When you meet them with kindness
and care, maybe there is a chance that they will see this as an option. Most of the people
that come to me, come to me because they are just tired out. They are at the end of their
rope. Many of the people that I have worked with will say, "Gosh. I don't know what
would have happened if I hadn't gotten into treatment. I was done." I think a lot of
overdoses are suicides because people are like, "I can't do it anymore." You know? "I'm
going to check out with this one." And it is an overdose, but it is also despair and suicide
in a way. And so, maybe that is where the ER comes in, is really rescuing people.
Even with the existing progress in Vermont’s network of OUD care, it is worth reflecting
on the elements of OUD that did not come to fruition. In 2017, Vermont Representative Selene
Colburn introduced historic legislation to legalize a safe consumption site in Burlington in an
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effort to combat the high levels of opioid-related overdose deaths (Heintz, 2017). Representative
Colburn explained that the legislation was quickly dismissed, for reasons of the “little evidence
that proves they are useful” and existing access to MAT. Although she acknowledged Vermont’s
progressive organizing around opioid use disorder services, she wasn’t hopeful that Vermont
would be the first in the nation to pass legislation to support a safe injection site. “Maybe with
some new players in place and maybe a new administration, or a new public safety
commissioner. Maybe there is some hope to pick that back up. People are afraid to touch it.”
Despite public perceptions and misgivings about safe injection sites for OUD, the practice of
harm reduction has spread to other organizations, such as Pathways Vermont. They use a
housing-first and an integrative harm reduction approach to combat homelessness in the state.
Lindsay Mesa, the director of the Housing First Programs of Pathways Vermont described her
belief in treating her clients as experts and meeting them where they are at in their addiction,
mental health crisis, or homelessness status.
To me, harm reduction, at its core, is about that idea that people are their own experts.
People know what is important to them, know what is best for them, know their own
stories better than you do. If we approach people with curiosity towards and without
judgement and without stigma towards behaviors that might on the surface look like they
are harmful, we can learn a lot more about them and we can really uncover how may they
be contributing to harm in that person’s life, or not.
In 2018, a record number of 130 Vermonters died from opioid-related fatalities. The
majority of the overdoses were caused by fentanyl, a drug that is 50 to 100 times more potent
than morphine (CDC, 2019). Unlike the crisis one hundred years ago, today in Vermont
personalized stories of overdose deaths, opioid related tragedies, and Vermont’s efforts to
combat the widespread are splayed across nearly every media outlet in the state. In October of
2018, Madelyn Linsenmeir’s obituary (O’Neill, 2018) was published online through Seven Days,
a local alternative newspaper and sent ripples across Vermont and the rest of the nation. The
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heart swelling, honest narrative of Maddie’s life and battle with addiction went viral almost
instantly. By the following year, there had been four million views of the obituary and Maddie’s
life story been covered by nearly every news outlet in the country. I read Maddie’s obituary in
the fall of 2018. A year later, almost to the day, I met with Maddie’s sister and author of the
obituary, Kate O’Neill.
In our conversation, Kate described the messages that flooded her family’s mailbox -letters from people in recovery, notes from people experiencing incarceration, and emails from
people in rehabilitation centers. A woman wrote her family while in route to rehab and said, “I
have the obituary with me, and I am going to hang it on my wall.” An elderly man wrote and
said, “I’ve been sober for fifteen years, and tomorrow I am going to stay sober for Maddie.”
Kate’s mother received a voicemail from a fostered young woman who described how Maddie’s
story helped her understand her own mother who battled with her own addictions. Kate
explained that, “it helped her forgive her mom.” Relaying this moment of understanding brought
Kate to tears during our interview. The notion that thousands of people reached out to her family
to remind them that they were not alone in this pain and grief has propelled Kate into a world of
journalism and storytelling surrounding the disease of addiction.
After the global attention Maddie’s obituary received, Kate was offered a year-long reporting
position at Seven Days. For twelve months, Kate’s reporting on the individuals, services, and
struggles of the state graced Vermont’s leading free newspaper. In the process, she learned about
the challenges that her younger sister faced and the resulting trauma she had carried around for
years. Rather that creating a safe space, she intends to cultivate a daring space with her reporting
in which we feel emboldened enough to be vulnerable and truthful about our collective lived
experience.
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This past year I kept having this thought. This is a ridiculous thought, but I kept thinking,
I want a time machine. Like, I want to go back. I want to go back and do things
differently. And now I am sort of thinking, well, what if what [my family and I] do going
forward can be somebody else’s time machine so they don’t have to go back. So that they
are not wishing when their brother, or sister, or son, or daughter, or mother, or father died
that they had done things differently. That can be our time machine. We can go now and
forward and help people not experience what we did.
Although there has been mighty progress in altering the conversation surrounding opioid
use disorder, several barriers continue to face Vermonters seeking harm reduction resources and
MAT care, primarily lack of transportation infrastructure, continued stigmatization, and lack of
low-barrier MAT care. Dr. Sharif Nankoe explained the need for an expanded workforce to
continue the high level of care needed in the state: “We continue to need like good, good, young
people to come into the field and make it better.” The several positions held by nearly every
narrator indicate the dire need for more staff in all sectors of OUD care in the state. Across the
state, organizations have expanded their harm reduction services and approach to provide clients
with increased resources and comprehensive care.
Visions of Vermont’s Future
In the past three decades, Vermont has developed an integrated system of OUD care
prioritizes medication assisted treatment, mental health services, and incorporates varying levels
of harm reduction. Reflecting on the sources from the early twentieth century to today,
Vermonters have recognized the personhood of people with OUD and rallied together to care for
their communities. Headlines shine light on individuals who are in recovery and the advocates
who have dedicated their life to the wellbeing of their community members. Tom Dalton, who
has now dedicated his life to criminal justice reform in Vermont, described his motivation to
continue to fight for increased harm reduction and social justice.
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I am not involved in organized religion really, but for me, it does have a faith-like
component--a sense of calling kind of thing. A sense of morality and ethics that are
offended by what I see and that I want to fix. I know a lot of people that I have come to
care about, so it is a personal and individual thing too, that is more concrete... Harm
reduction on paper is one thing, but harm reduction when you are applying it to a
particular person is another thing. That is motivating to me, the people that I can see it
helping.
The use of opioids in Vermont has been reported on by local news media for nearly one
hundred and twenty years. The evolution of this reporting and storytelling provides a compelling
insight into how the narrative surrounding opioid use, stigma, and care have changed based on
the culture and laws of the time. Local media and community storytelling have played a dynamic
role in how Vermonters imagine the spatial and cultural geographies of opioid use disorder.
Rather than conceptualizing heroin use, overdose, and strung out youth far away in other states
and urban areas, recent reporting and individual stories have forced Vermonters to grapple with
opioid addiction in their own personal landscapes. The proliferation of OUD in Vermont and the
evolving inclination of individuals to claim their relationship to the crisis has changed the way
Vermonters relate to the nationwide epidemic. Today, it is not the “drug habit patient” or the
“morphine fiend” we see on the front pages of Vermont newspapers. Instead, it is a story of a
neighbor who lost their child, a case manager at the local clinic who tells their story of recovery,
and the advocates who fight every day to extend services to all who need them.
Societal perceptions of opiate users have changed drastically in the last century. People
who were once called dope fiends, then later derided as junkies and addicts, have come to be
treated a little differently. With the help of the disease model of addiction, opioid use began to be
referred to as a disease, rather than a choice. And today, perhaps, we are moving in the direction
of recognizing the disease while seeing the person first. The opioid crisis at the turn of the
twentieth century did not discriminate by race, geography, or socioeconomic standing. Poor,
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white, and highly isolated rural Vermonters were just as addicted and dependent as high class
New Yorkers or miners of color in California. In our contemporary crisis and epidemic, we see a
similar pattern of addiction without socioeconomic, geographic, or cultural boundaries. Urban
and rural Indigenous communities are losing an entire generation of young people and well-to-do
suburban grandmothers are adopting their grandchildren because of the tragic and unexpected
loss of their sons and daughters. Vermont’s contemporary stories, policies, and harm reduction
initiatives continue to be at the forefront of the national discussion surrounding opioid use
disorder and its impact on communities. With reflection on the state’s history and the capacity to
create wide sweeping change in a small, rural state, Vermont has the potential to lead the country
towards a resilient, more compassionate solution to the nationwide opioid epidemic.
The narrators of this project imagined many varying future landscapes of care for
Vermont. Many highlighted that this contemporary crisis is not solely of opioid use, but rather a
widespread culture of poly-substance addiction and mental health struggles. Theresa Vezina of
Vermont CARES envisioned robust drop-in harm reduction center that is open seven days a
week. The space would incorporate a syringe exchange, holistic health counselors, job readiness
programming, transitional housing, and a community gathering space. Some doctors, like Fred
Holmes, envisioned a future that looked almost identical to how his everyday practice functioned
- a local clinic that functioned with the ethics of compassion and acceptance, where no child is
different from another. All eleven narrators expressed a continued need for compassionate,
person-centered care in addition to increased accessibility to housing, social, mental health,
employment, food access, and SUD care services.
Like the rest of the narrators, Dr. Brooklyn envisions an integrated and creative future to
opioid use disorder care. During the interview, Dr. Brooklyn pulled out a small circular
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contraption from his desk drawer. He explained to me that the Chittenden Clinic was the only
clinic in the country to be piloting an automated a MAT pill dispenser (Freese, 2018). The
dispenser is used in combination with a phone app to make take-homes easier for patients and
more secure for providers. At a certain time, every day, the contraption dispenses a single dose
of buprenorphine. The patient then films themselves taking the dose on a smartphone app-opening their mouth and showing under their tongue to prove that the pill was taken correctly.
It is innovations like these that are changing the landscape of OUD care in across the
country. During our interview, Dr. Brooklyn constantly grappled with the problem of how the
Vermont healthcare system can make medication assisted treatment more accessible for those
people who don’t want to come to a clinic, have transportation difficulties, and still need
treatment. He emphasized the difference this kind of technology makes for people who work
early shifts. Rather than having to wake up at 4:00am to get to the clinic by 5:15am and turning
around to get to work by 6:00am, many of his patients could cut down of their drive time and
settle into a more “normal” daily schedule.
We want to [treat] as many people as we can because think of all of the people who have
died around this country. We’re talking like 140 people a day. Think of the demographics
of all of those deaths. The young people that are dying. Even one hundred people in
Vermont. I mean there is a certain swath of the population that you are never going to
replace. So, why wouldn’t you want to keep all of those people alive? It is because of
stigma. It’s because people sort of think, “Well, you did this to yourself.” It doesn’t
matter if you did this to yourself, you’re going to die. Like if you saw a neighbor’s house
burning, you’d get a bucket. Not like, “Aw, just let them go.”
Today, John Brooklyn continues to consider ways to combat stigma in medication
assisted treatment models. Like Tom Dalton and others, Dr. Brooklyn hopes that legislation will
soon be passed to decriminalize the possession of buprenorphine and adopt a treatment model,
inspired by a rural Quebec program, that would allow medication assisted treatment to be
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available at all local pharmacies. In the face of this epidemic, the flow of information and
resource sharing has dramatically altered the systems of care emulated across the country.
Vermont’s twenty-first century response to the opioid epidemic has been grounded in grassroots
organizing, individual leadership, and governmental action. In the last ten years through
legislation, advocacy, and community organization, Vermont has prioritized widespread resource
sharing and has attempted to fundamentally alter the culture of care surrounding addiction,
mental health, and opioid use disorder.
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Part VI: Analysis of Geographic Themes
Five major geographic themes emerged from the findings of this thesis: 1) archival
research revealed that Vermonters have a long history of struggling with opioid use, 2) the opioid
epidemic disrupted the Vermont ideal and the geographical imaginations of the purity of the
state, 3) the rural geography of Vermont informed the production of a new OUD care model, 4)
OUD care is still spatially disciplined and therefore OUD is still stigmatized, and 5) storytelling
is a tool that has been used to produce a landscape of care and compassion for those who suffer
from OUD. The following section will briefly analyze these five major geographic themes.
This is Nothing New: The Centuries-Long History of Opioids in Vermont
As made evident from the archival findings in the body of this thesis, Vermont has an
extensive history of struggling with opioids. Headlines published about the current rates of
heroin and opioid use in Vermont reflect a similar crisis over a century ago. Although the state of
Vermont is not unique in its widespread opium crisis at the turn of the century, this foundational
history informs important insight into the deeply rooted stigmatization and persistence of
generational opioid use that impacts the epidemic that we see today. Historian Gary Shattuck
(2015; 2017) has thoroughly researched the early history of opioids in the state but leaves much
to be uncovered about the transition between the opium crisis of the early twentieth century and
the emergence of the opioid epidemic in the early twenty-first century.
Although there is more to be gleaned about the history of opioid use in Vermont, it is
clear that the first opioid crisis continues to live on in the culture and physical landscape of the
state. For example, the extreme wealth that was procured from sale of opium products like
Kendall’s Spavin Cure, enriched and built the physical infrastructure of Enosburg, much of
which still stands today. The archival work of this thesis supported by earlier histories of opioid
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use from global and statewide perspectives (Shattuck, 2017; Shattuck, 2015; Halpern, 2019), has
revealed Vermont’s long history with the consumption and sale of opioids.
The Opioid Epidemic’s Role in the Disruption of the Vermont Ideal
Governor Peter Shumlin’s 2014 State of the State Address marked a pivotal moment of
reckoning for Vermont’s identity as a safe, idyllic, and community-minded state. The speech,
subsequent media reporting (Amsden, 2014; Tron, 2014; Seelye, 2014), and new visual
representations of the Vermont landscape (Figure 15; Amsden 2014) resulted in the internal and
external questioning of the construction of Vermont’s imagined geography of safety and purity
(Vanderbeck, 2006). But that the idea is just that: an ideal that has never been realized.
How Rural Geography Informed a New Treatment Model
As outlined in the findings, the unique challenges of a rural and sparsely populated
landscape offered a unique set of circumstances for a new model of OUD care. These factors of
rural communities that are often cited as barriers to care such as challenges with public
transportation infrastructure, long travel times, and general lack of healthcare infrastructure,
provoked an innovative approach to opioid use disorder care and treatment. Although Vermont
lagged behind relative to other states in its adoption of medication-assisted treatment practices,
the hub and spoke model, implemented in 2013, has proven to be an effective standard for
ensuring widespread access to MAT with little to no waitlists (Rawson, 2017). Today, Vermont
has the highest per capita rate of medication assisted treatment and leads the nation in innovative
strategies to increase access to MAT. Due to this statistical success, cities and states across the
country have emulated Vermont’s model for MAT care, including states as large and populated
as California. Vermont’s hub and spoke model has resulted in a unique rural to urban flow of
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information sharing, upending the notion that rural communities only learn from urban
environments and systems (Brich et al., 2012).
The Continued Spatial Discipline of Opioid Use Disorder Care
In recent years, Vermont has publicly recognized the presence of the opioid epidemic in
their landscape and claimed it as a struggle facing its citizens. Although progress has been made,
the spaces of opioid use disorder care in the state continue to be spatially disciplined, and
therefore, people with opioid use disorder are further stigmatized. Since Foucault’s (1995)
introduction of the concept of disciplined space, geographers and sociologists have applied the
theoretical framework to a wide range of healthcare infrastructure, ranging from therapeutic
camps (Dunkley, 2009) to residential substance use treatment centers (Wilton and DeVerteuil,
2006). As explored in this thesis, opioid harm reduction services such as Safe Recovery in
Burlington-- a critical and even celebrated addiction health resource-- continues to be pushed
away from public view, further stigmatizing and disciplining staff and clients who use their
services. Once operated out of a frequented and visible corner in downtown Burlington, Safe
Recovery now resides on a quiet residential street away from public view and acknowledgement.
The continued spatial discipline of spaces for opioid use disorder care-- clinics and harm
reduction resource centers alike-- further stigmatizes opioid use disorder and people who use
drugs. In order to change the continued stigmatization of OUD, it is necessary to alter the
visibility of OUD care services.
An Emerging Ethic of Care: Storytelling’s Influence on Vermont’s Imagined Geography
This case study contributes to the emerging subfield of landscapes of care as it has taken
into consideration the spatialities and roles of care in the production of therapeutic geography
(Milligan and Wiles, 2010). The individual stories that have emerged in the public sphere since
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the early 2010s have had a profound impact on the contemporary culture of care for people with
opioid use disorder. In the interviews with Vermont filmmaker Bess O’Brien and writer Kate
O’Neill, is was apparent that public storytelling and the narration of individual biographies have
greatly impacted the culture of communication and care of our contemporary moment. Bess
O’Brien explained why she chooses to make documentary films, like The Hungry Heart, about
challenging social problems facing Vermont. She said, “I think storytelling is the basic bottom
line. If you’re not telling your story and you’re not getting the word out there and you’re not
expressing yourself, I don’t think change is possible. Everything starts with a story.”
Madelyn Linsenmeir’s obituary, written by her sister Kate O’Neil, demonstrated the
profound impact of an honest, vulnerable, and public story of a life that was taken too soon by
the grips of opioid use disorder, stigma, and inadequate systems of care. Vermont activists,
journalists, and storytellers have altered the narrative of the opioid epidemic. Rather than solely
presenting opioid-related death and use statistics, personalized stories have forced Vermonters to
consider the impact of the opioid epidemic in their home communities and in their personal
imaginations of place. It is the personal accounts of the last decade of people like Maddie, Kate
O’Neill, Dr. Fred Holmes and his patients in Franklin County that have brought the imagined
geographies of the crisis closer to home, producing a new landscape and ethic of care for
Vermonters who suffer from OUD.
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Part VII: Conclusion
In the scope of this undergraduate thesis research, I laid the foundational groundwork of
understanding the historical impact of opioids on the Vermont cultural landscape, the networks
and individuals who sparked innovative models for care, and an analysis of the geographic
themes that emerged. The geographic themes that emerged from the narrative built on oral
histories and archival methods that considered how the contemporary opioid crisis altered the
imagined geography of Vermont, the altered perception of rural to urban information sharing,
and storytelling as a catalyst to change Vermonters’ personal geographic understanding of opioid
use disorder. Finally, the oral history methods used in this thesis provide a clear example of how
to engage in destigmatizing, person-first qualitative methods as a means of conceptualizing care
in geographic studies.
In her final article for Seven Days, Kate O’Neill chronicled her experience learning about
the services, care providers, barriers, laws, and people who unite to create the complicated story
of Vermont’s opioid crisis. She concluded her lengthy piece with two photos of her sister,
Maddie. The first showed Maddie beaming with love, life, and health alongside her infant son in
the sunlight. The second was a mugshot and the last photo taken of Maddie before she died in
jail due to medical complications related to her substance use disorder and the neglect of care
from the guards. The dichotomy of the photos is heart wrenching. O’Neill concluded her final
piece by making a plea for human connection. “What if we all looked at people like Maddie on
her worst day, extended our hands and said, We love you. We're right here. Hold on.” (O’Neill,
2019). This project has been my extension of a hand - a historical narrative, critical geography,
and a simple “I am here and I love you”-- to Vermonters in a hope that it will increase our
understanding of one another and the complex collective future we face, to emerge as a stronger,
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resilient, more caring state. The principles and practice of harm reduction, storytelling, and oral
history places the power in the hands of people with lived experience. In the case of harm
reduction, it supports the values of choice, humanness, and care. Similarly, the method of oral
history reframes the shape of traditional historic and geographic methods by placing the power of
narration in the hands of experts-- those who have experienced and shaped history.
Limitations
Due to the complex and interdisciplinary nature of this research, there are several
limitations that could not be addressed within the scope of an undergraduate thesis. The major
limitation to this research was implementing the final archive for the oral histories, which
comprised the of the data for this research. Delays caused by communication difficulties,
paperwork, and COVID-19 resulted in an incomplete archive by the date of the thesis
submission. Because of this, the oral histories were instead integrated into the written thesis
through quotes of transcripts, rather than referencing the full-length interviews that would have
been electronically available.
Another limitation of this research was the lack of representation of rural Emergency
Medical Services personnel, who serve as a critical and often unrecognized group of care
providers in the opioid epidemic. During the contact building phase of this research, I followed
several leads but was met either with scheduling conflicts or a general struggle to effectively
reach commonly volunteer-based EMS teams. Additionally, due to snowball contact building
methods, the majority of the narrators contacted and interviewed either worked in or represented
communities in Addison, Caledonia, Chittenden, Franklin, Grand Isle, Orleans, and Washington
counties. There is not a comprehensive representation of voices or experiences of opioid use
disorder caretakers in this research from all regions of the state, with the data most lacking in the
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representation of communities in southern Vermont. The limitations of this research encourage
the continuation of this project beyond the scope of an undergraduate thesis.
Areas for Future Research
Building upon the historical narrative and geographic perspective on networks of OUD
care detailed in this thesis, there are several topics that must be further examined including: 1)
the emotional geographies of care providers, people in active use, and people in recovery, 2) the
responsibilities of care in Vermont’s opioid crisis, and 3) a broader examination of the ethic of
care and activism that has emerged from these oral histories. Additional research is needed to
further grasp the geographies of “informal” OUD care providers and the responsibilities of care
in Vermont’s opioid crisis --family members, partners, friends, and community support
networks. Upon final consent from the narrators, all eleven oral histories will be archived
electronically at the Vermont Folklife Center in Middlebury, VT. The archive will include an
audio file, transcript, and description sheet for each oral history. I hope to eventually expand the
archive to include more Vermont voices who were unable to be represented in the scope of this
undergraduate project. A public archive will provide access to the personal histories of care
providers and harm reduction practitioners and advocates to continue to personalize the systems
of care that support people experiencing opioid use disorder.
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Fred Holmes
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Lindsay Mesa
Photo by Pathways Vermont. Retrieved on April 8, 2020 from
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Bess O’Brien
Photo provided by Bess O’Brien for VT Digger. Retrieved on April 6, 2020 from
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William Porter
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Susan Taney
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Photo by Vermont CARES. Photo retrieved on April 8, 2020 from
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